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EDITORIAL. 


THE TUBERCULOUS IN GENERAL HOSPITALS. 


When the bacillus of tuberculosis was discovered and the 
infectiousness of the disease was established, the beneficial ef-. 
fects produced by the knowledge gained were somewhat marred 
by the morbid fear of the disease which took hold of the pub- 
lic, and which extended to some degree tu the profession, in- 
cluding the management of general hospitals. It became very 
difficult to secure lodging and treatment for the afflicted, ex- 
eept in special hospitals and sanatoria, and the general hospi- 
tals avoided receiving patients of that class. 

As far back as 1916 the National Tuberculosis Association 
passed resolutions suggesting the opening of wards in general 
hospitals for the treatment of tuberculous patients. The Amer- 
ican Medical Assogoiation, at its recent meeting in Boston, rec- 
ommended such action which has also the endorsement of the 
United States Public Health Service. The latter believes that 
this will be of ‘‘enormous benefit not only to most of the two 
million known victims of this disease in the United States, but 
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also to thousands of others in whom the disease is incipient 
and easily suppressible, if promptly treated.’’ 

Here in New Orleans we have been among the progressives, 
as is so often the case although we do not blow our own horn, 
for we have had for several years a special department, the 
Breaux Memorial, in our Charity Hospital, where under the 
eare of experts the tuberculous are received and treated. Only 
in barely about one-eighth of the general hospitals of the coun- 
try is the routine treatment of tuberculous patients carried 
out. It is hoped that the number will now be increased grad- 
ually and that wards, porches, roofs, ete., will be utilized to 
provide space and facilities for the treatment of such patients. 

An intelligent and efficient carrying out of the plan would 
go far towards solving the economic, therapeutic and preventive 
difficulties of the problem of the tuberculous. 
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THE CHARITY HOSPITAL BOARD. 


Our readers will easily reeall our editorial of last month com- 
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menting favorably upon the ‘‘get together’’ meeting of the 
Board of Administrators of the Charity Hospital and the Vis- 
iting Staff of said hospital and complimenting the Board upon 
having taken the initiative, foreseeing better care for the in- 
digent sick and better training for the physicians as a result. 

This was being printed and was not yet issued when the 
Board took action upon a most important matter without a 
hint to the Staff, without asking its co-operation or advice, and 
even without informing the Staff that it contemplated taking 
such action. 

This was the appointment of the highest professional official 
of the hospital, the one coming in closest and most constant 





contact with the members of the Staff, and it involved a radical 
change in the financial status of the position. When, if not 
then, would there be utility or necessity in seeking assistance 
and advice? This is the question now giving concern to many 
members of the ‘Staff, including some of the most conservative 
and the most favorably inclined in their attitude towards the 
Board. 

Let it be understood that as far as we know, and most as- 
suredly as far as we are concerned, there is no feeling of an- 
tagonism involved and there is no objection to the appointee 
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personally. He is generally recognized as one of the energetic 
and intelligent younger men of the medical profession in New 
Orleans and it can well be that in an election he might have se- 
cured a majority vote among the members of the Staff, but, the 
question will obtrude itself, where are the consultation and the 
co-operation? Does the Board intend usually to act first, then 
determine whether its action receives the approval or disap- 
proval of the Staff? Of course it has the authority to follow 
such a course, but, if it does, it must no longer profess to de- 
sire & more intimate relationship and reciprocity with its Vis- 
iting Staff. 





DR. JOHN B. ELLIOTT, SR. 


On June 27, too late in the month to be announced in our last 
number, Dr. John B. Elliott, Sr., died at his home in Highlands, 
North Carolina, at the age of seventy-nine. 

Although he left us a number of years ago and had practi- 
eally retired on account of advancing years and failing health, 
all but the youngest of us remember Dr. Elliott. To remem- 
ber him is at the same time to esteem him and to cherish him. 
Especially to those who had the privilege of being taught by 
him, will his death come as a blow and will it cause sincere 
grief. In our time Elliott was Professor of Materia Medica 
and Therapeutics and he was followed with great interest. He 
was a live, virile, progressive teacher. A fluent speaker, with a 
voice that carried well, no dull moment made the time lag dur- 
ing the hour allotted to his leecture—no one slept and no one 
‘“‘eut’’ in order to play ‘‘erac-a-loo’’, which could not be said 
of all the others. 

Professor Elliott aimed essentially at making his students 
think and reason and he had the gift of imparting knowledge 
too. When, in the early eighties, he succeeded the lamented 
Bemiss as Professor of the Practice of Medicine, he was equally 
successful, equally esteemed and appreciated by his students. 

Always one of the most up to date and highly informed mem- 
bers of the faculty of the School of Medicine of the Tulane 
University of Louisiana and of the medical rrofession of the 
City of New Orleans, his former colleagues and his numerous 
students will always think of him with gratitude and will 
treasure their association with him. 


ORIGINAL ARTICLES. 


(No paper published or to be published in any other medical journal will be 
accepted for this department. All papers must be in the hands of the Editors 
on the tenth day of the month preceding that in which they are expected to 
appear. Reprints may be had at reasonable rates if a WRITTEN order for 
the same accompany the paper.) 


SAFETY FACTORS IN SUPRA-PUBIC 
PROSTATECTOMY.* 


By DR. A. NELKEN, New Orleans. 


Senile hypertrophy of the prostate is a disease of advanced 
age. The pathological changes which are so commonly present 
in the kidneys, heart and blood-vessels of old men make it im- 
portant that the conservative surgeon exercise an unusual de- 
gree of caution when undertaking surgical interference in these 
cases. 

All things considered, prostatectomy is comparatively a safe 
and simple surgical procedure, and good judgment is displayed 
more in the pre-operative and post-operative care of the patient 


than in the operation itself. Attention to these factors makes 
the difference between success and failure. In the hands of 
careful and competent surgeons, the mortality rate in prosta- 
tectomy is remarkably low 


Senile hypertrophy of the prostate occurs in men pasty fifty, 
rarely at an earlier age. The first symptom that attracts the 
patient’s attention is frequency of urination, usually more 
noticeable at night. Soon he finds that his stream lacks force 
and urine will sometimes dribble after the completion of the 
voluntary act. The bladder musculature hypertrophies in its 
efforts to overcome the obstruction at the vesical neck. As this 
obstruction increases, the bladder dilates and diverticuli may 
form between the hypertrophied muscle bundles. A catheter 
passed after the patient has emptied his bladder as well as he 
ean will show residual urine. Retention of urine is an im- 
portant indication for surgical interference. Especially is this 
true in ‘‘young’’ prostaties. Senile hypertrophy of the pros- 
tate is a progressive condition. Residual urine will increase in 
quantity, infection of the bladder, and later, of the kidneys, 
is almost inevitable, and a train of complications will be in- 


*Read at the meeting of the Louisiana State Medical Society, April 19 to 21, 1921. 
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duced that is certain to markedly shorten the sufferer’s life. 
A relatively young man with a considerable life expectancy 
should be advised to submit to a radical operation. An older 
man, for instance, one past seventy, if his poor phyiscal con- 
dition multiplies the risk of operation, may be made fairly com- 
fortable for his few remaining years by other and less radical 
measures. However, age alone should not be considered as a 
bar to removal of the prostate. I have on two occasions re- 
moved the gland in men past 85 years without unpleasant com- 
plications. 


Bladder infection with frequency, pain or hemorrhage may 
make at least supra-pubie drainage essential for the patient’s 
safety or comfort. Bladder stone may make operation imper- 
ative. Some patients cannot tolerate an indwelling catheter. 
Again, it may not be possible, because of the size or nature of 
the prostatic growth, to pass a catheter without great trauma, 
hemorrhage or septic reaction. Here, again, supra-pubic drain- 
age is a life-saving measure. The removal of the prostate can 
be left to later decision. 


Functional Capacity of the Kidneys. The ability of the kid- 
nevs of the aged to bear the strain that comes with any major 
operation must give the conscientious surgeon grave concern; 
and when, to the other conditions that tax the capacity of these 
organs, is added the damming back of infected urine, then 
rerupulous attention to some, if not to all of the proven tests 
for renal function becomes the surgeon’s duty before operat- 
ing. Because of its reliability, combined with its simplicity, 
the phenolsolphonephthallein test has supplanted the other dye 
tests of kidney function. Its application is so easy that it is 
at the command of any physician who possesses a hypodermic 
syringe and a colorimeter. It should be a routine procedure 
not only in the study of cases of hypertrophy of the prostate, 
but in every other pathological condition where information as 
to the functional capacity of the kidneys may be of value. 
However, it must not be forgotten that the ’phthalein test is not 
infallible. Further valuable insight into the renal function 
ean be secured through chemical analysis of the blood. Unfor- 
tunately, the wider use of this latter method is prevented by 
the fact that it is essentially a laboratory procedure. Still, no 
ease of prostatic hypertrophy has been carefully studied pre- 
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operatively unless the ’phthalein excretion and the blood chem- 
ical findings are apart of the record. Of the blood chemical 
analyses, probably urea estimation is the most important. This 
reading, combined with the quantity of ’phthalein excreted. 
gives us highly important information on which to base our 
decision as to when to operate and what the prognosis is. It 
is hardly necessary to add that routine examination of the 
heart, lungs and blood-vessels should always be done prelimi- 
nary to operation. 


The Two Stage Operation. Supra-pubie prostatectomy has 
been made considerably safer by the introduction of what is 
commonly known as ‘‘the two stage operation.’’ In my opinion 
only in rare instances should prostatectomy be completed in one 
stage. This exception might be a relatively young patient in 
perfect physical condition and having a sterile urine. Little or 
nothing is lost by first doing a supra-pubic and, later, when the 
patient has entirely recuperated, in proceeding with the second 
and graver step of removing the prostate. 


Preliminary drainage of the bladder reduces the risk from 
sepsis, since it offers one absorbing surface at the time to the 
infected urine; it relieves retention and thus gives an oppor- 
tunity to the kidneys to recuperate; and it does not materially 
lengthen convalescence, since granulation and cicatrization of 
the supra-pubie wound begins at once and is only slightly dis- 
turbed by the subsequent prostatectomy. It has been my ex- 
perience repeatedly to have a bladder close in ten days to two 
weeks after prostatectomy where preliminary supra-pubiec drain- 
age had been done several weeks before. 


Choice of Anesthetic. Any adult bladder can be opened 
painlessly and safely under local anesthesia. Even extremely 
obese individuals offer little difficulty and, in easy cases, the 
opening of the bladder with infiltration anesthesia gives less 
disturbance than does the passing of a catheter through a dif- 
ficult prostate. However, I am not one of those who enthuse 
over local anesthesia for the removal of the prostate gland. 
The gland can be enucleated under local, but an ideal anes- 
thesia is difficult of attainment and the shock of the operation 
is often greater than it is with general anesthesia. With the 
bladder already opened, prostatectomy usually requires but a 
few minutes. A brief ether anesthesia is not objectionable where 
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the general condition of the patient is good. Gas-oxygen offers 
a safe and satisfactory anesthesia where rigid arteries and 
high blood-pressure do not contra-indicate its use. In old men 
with bad kidneys, bad hearts and bad blood-vessels, it is my 
opinion that spinal anesthesia is the method of choice. In- 
jection into the spinal canal of one grain of novocain or apo- 
thesin gives an entirely satisfactory anesthesia, and, if the semi- 
upright position and low point of injection are used, little is 
left to be desired as to the safety or comfort of the patient. 
The needle is introduced between the third and fourth lumbar 
vertebrae, with the patient sitting and bent forward. He is 
not allowed to lie flat after the injection is made, either during 
the operation or shortly thereafter, but is kept in a semi-upright 
posture. Anesthesia by this method does not extend as high as 
the supra-pubie region, and it is necessary additionally to in- 
filtrate the edges of the wound with local. 


Hemorrhage. Influenced by the reports of Freyer and his 
school, for many years most surgeons’ did not pack after supra- 
pubie prostatectomy. I have never seen threatening hemorr- 
hage in any case where I did not pack. But it looks like bad 
surgical practice to leave an open wound anywhere and then 
to trust to nature to stop bleeding. Such technique is unheard 
of, save as applied to the prostate cavity, and, today, it is a 
general practice to use some method of controlling hemorrhage 
after prostatectomy. Packing with gauze is the simplest of 
these procedures; the most elaborate is the exposing of the pros- 
tatic cavity and the tying off of all bleeding points. The gauze 
pack, if properly introduced, is efficient in controlling hemorr- 
hage, but the removal of the pack is extremely painful. In 
the only case of prostatectomy that I have lost from hemorr- 
hage, bleeding occurred shortly after the removal of the pack, 
48 hours after the operation, and the patient was beyond help 
before I could be reached. The use of ligatures in the pros- 
tatie cavity requires a much longer bladder incision than is 
otherwise the case, and unduly prolongs the operation, thus 
adding to the operative risk. The use of an inflated bag, of 
which that of Pilcher is the best type, is the method of choice 
for the control of bleeding after prostatectomy. The bag is 
drawn into the cavity left by the removal of the prostate and 
ballooned with air or water. After forty-eight or seventy-two 
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hours, it is collapsed, but still left in position, ready to be 
again inflated if bleeding should occur. It is removed on the 
following day. 





Catheter in Urethra. Where good nursing is obtainable, it 
is preferable not to put a catheter into the urethra while wait- 
ing for the supra-pubie wound to close. An indwelling catheter 
greatly increases the probability of epididymitis. Frequent 
changing of the dressing is preferable to this unpleasant post- 
operative complication of prostatectomy. A properly adjusted 
supra-pubie tube will keep the patient comparatively dry and 
so greatly increase his comfort. Smaller tubes must be used 
as the wound: contracts, until the opening is so small as to 
forbid the further use of any drain. Complete closure will 
usually occur in from three to four weeks. 


Change of Position. The danger of hypostatic pneumonia in 
the aged must always be borne in mind. The position of the 
patient should be changed at frequent intervals and he should 
be set up in bed as soon as his condition will permit. Some 
surgeons, in my opinion, go to extremes in this regard and 
get their patients out of bed before convalescence is sufficiently 
far advanced to justify the exertion that goes with this pro- 
eedure. Ordinarily, a back-rest is sufficient for the first week 
after operation. 

These are, I believe, the major considerations that make for 
safety of supra-pubie prostatectomy. In addition, I strive to 
impress on the nurse and the interne the importance of keep- 
ing these old men dry and keeping them warm. Fluids are 
given as freely as possible. 

We can hardly hope, even with close attention to every de- 
tail, to equal the remarkable statistics of operators who report 
over a hundred prostatectomies without a death, reports that 
make us marvel not only at the skill, but likewise at the good 
fortune of the operator. Still, it is possible for us to keep our 
mortality rate so low that old men suffering with prostatic 
obstruction will be encouraged early to seek surgical relief. 
The time of election is while the patient is in good condition, 
and not when he is breaking both physically and mentally under 
prolonged suffering. Few operations in surgery are as satis- 
factory both to the surgeon and the patient as is a well-planned 
and well-executed prostatectomy. 
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DISCUSSION. 


Dr. S. J. Couvillon, Moreauville: I have certainly enjoyed Dr. 
Nelken’s paper, and I want to say that there is no disease, especial- 
ly of old age, that gives more trouble to the country practitioner 
than a real case of enlarged prostate. I was very forcibly impressed 
with Dr. Nelken’s suggestion that these cases should-be operated 
early. I noticed where he mentioned that young men should be 
operated immediately, and that in old patients we should not hesi- 
tate to operate on them as we have done in the past. 


In my practice extending over twelve years I have had but three 
genuine cases of prostatitis, and three of them in old men. The 
first case was my father, eighty years of age, who was sent to 
the Touro Infirmary and had the three lobes of his prostate re- 
moved thru perineal section, under spinal anesthesia with perfect 
success. He lived for six years after that operation very comfort- 
ably. 


The other two patients were over 75 years of age, one of whom 
was a colored man. They were sent to the Charity Hospital, New 
Orleans, where supra-pubic incisions were made, and the opera- 
tions were very successful. They are still living in good health. 

I would recommend to all country practitioners that where a 
sanitarium is not available, when they have a case of prostatitis 
of any consequence, they should send that patient to the nearest 
city hospital for the complete extirpation of the prostate—the 
only cure for such cases. 


Dr. H. W. E. Walther, New Orleans: The three principal com- 
plications following supra-pubic prostatectomy are: hemorrhage 
shock and uremia. A pre-operative study of our cases including a 
study of the blood pressure; a phthalein test for excretory power 
of kidneys; chemical analysis of blood for non-protein nitrogen, urea 
nitrogen and creatinin to determine degree of toxic retention; and, 
making reading on blood coagulation-time will aid, to no small 
degree, in lowering our mortality rate. 


Shock usually results from hemorrhage in these cases. Primary 
surgical shock can be minimized by the employment of local anes- 
thesia, at least, for the initial stages of the operation. By using 
the Hagner bag and a Hamer anchor, hemorrhage can be completely 
controlled. Gas-ether-oxygen is the general anesthetic I employ in 
doing these cases. 


Dr. Nelken’s point regarding the gauze pack is well taken. Gauze 
should never be used. Packs of this character are frequently found 
to stick to the- prostatic cavity and when they are dislodged clots 
are disturbed and secondary hemorrhage results. 


Just a word as regards the two-stage operation. It is not neces- 
sary to employ the two-stage method for every case. Given a case 
in excellent physical condition, as demonstrated by our clinical and 
laboratory studies, suprapubic prostatectomy should be done in one 
stage. In the very old men however, which make up the big bulk 
of our cases, with impaired kidney function and bad hearts, un- 
doubtedly the two-stage operation is the only rational one to follow. 


Dr. A. Nelken, New Orleans, (closing): Dr. Walther did not lis- 
ten carefully to the reading of my paper. I did not say that every 
case required the one-stage or two-stage operation. I laid stress 
on the point that there were certain cases that could be subjected. 
to operation for the removal of the prostate with safety by adovt- 
ing the one-stage procedure. Other cases of course will require 
a two-stage operation. 
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A STATISTICAL STUDY OF THREE THOUSAND 
CASES OF MENTAL DISEASES.* 


By HENRY DASPIT, M. D., City Hospital for Mental Diseases, New Orleans. 


Should the title given for this report create an incorrect 
impression, I would first say that the presentation of the fol- 
lowing data is purely in the light of a preliminary report on 
three thousand serial cases which have been admitted to the 
City Hospital for Mental Diseases. There has been at this time 
no attempt to .make an intensive study of the different groups, 
as it is the intention to take the separate groups and at a 
future date publish a complete analysis of each psychic type. 
It is our belief that the figures which are presented offer a 
better demonstration of conditions as to mental health in our 
community than would be shown by similar data from the 
State Hospital. This is most probably true, as only selected 
eases of mental diseases which are recognized as entirely un- 
suited for home care reach that institution, while at the City 
Hospital for Mental Diseases we receive all doubtful cases appre- 
hended by the police (not major criminals), cases transferred 
from the courts for observation, individuals applying in per- 
son, and those whose condition has caused concern to their 
families. It has been the policy of the hospital to refuse ad- 
mission to non-residents of New Orleans, irrespective of the 
manner of their coming and as far as possible to hold at least 
for a few days non-residents who require care in a psycho- 
pathic hospital. This allows us a fair insight into the mental 
health of the community, being, as we are, the clearing house 
for the indigent cases of mental disease from this part of the 
State. 

The chief interest in our summaries is from the viewpoint 
of mental health, presenting as is done the problems as to types 
of mental disease, classified as to ages when coming under 
observation, the sex and color and the tendency of the various 
types of marriage, and thus add to our future burden. The 
majority of reports from other sources and also in the forms 
which are recommended by the National Commission present 
merely the totals as to males and females. Especially in the 
Southern States, where our problems are in a sense twofold, 
it is desirable that color be reported as well as sex. 


*Read at the meeting of the Louisiana State Medical Society, New Orleans, 
April 19 to 21, 1921. 
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A large proportion of the final diagnoses which are here 
reported are not those of the primary observation, but have 
frequently been made in the retrospect. It has been our good 
fortune to be able to keep in touch with the later develop- 
ments in many cases which have passed through our hands, 
and we have unhesitatingly reclassified when indicated and 
placed them in proper folders. 


No attempt is made to compare the percentage of the various 
types with reports from other parts of the country. These 
points will be properly considered in later publications. 

The traumatic group totals thirteen and requires no special 
comment at this time. There were two hundred and thirteen 
senile psychosis. This includes all forms, with the exception 
of frank involutional melancholia. They are about equally dis- 
tributed and about fifty per cent are widowed. General Paresis, 
which shows the largest number of any single group, shows 
four hundred and forty-three. White males are in proportion 
of about four to one as to white females. Colored males about 
two to one as to colored females. More than fifty per cent 
were married, and, though not shown in our tables, at least 
eighty per cent of these were married after having acquired 
syphilis. Quite an eugenic problem, isn’t it? 

Under the heading of ‘‘Cerebral ‘Syphilis,’’ which amount 
to fifty, are included those cases not paretic in which cerebral 
lues proved to be the essential factor in the psychosis. 

The alcoholic cover all forms of purely alcoholic psychosis; 
eliminating simple acute alcoholic intoxication, these latter are 
subdivided under the ‘‘Not Insane,’’ as they merit separate 
consideration. The majority of the definite alcoholic psychoses 
occurred in early life in the unmarried. Totaled one hun- 
dred and forty. Since national prohibition has come, the ad- 
mission of an alcoholic psychosis is an event. 

We saw but twenty-four cases of Pellagrous Psychoses. 

The thirty-eight cases included under Somatic diseases offer 
little material for comment, other than to say that not more 
than eight could be suspected as coming under consideration 
as being due to the present neurological diagnostic scapegoat, 
Epidemic Encephalitis. 
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Of the total of two hundred and eighty-eight Manic Depres- 
sives, one hundred and sixty-three were married. Quite a few 
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had given birth to children after discharge from some hos- 
pital care necessitated by a previous episode. Here is more 
food for thought. Ninety-two males and one hundred and 
ninety-two females comprised the group. 


Involutional Melancholia, carefully eliminating manic de- 
pressive association, amounted to one hundred and eighteen. 
About three females to each male. 


Dementia Precox stands second with three hundred and 
twenty-five. Two hundred and thirteen males, one hundred 
and twelve females. Only fifty-eight were or had been married. 

Paranoia infrequent and the group of Paranoic States amount- 
ed to one hundred and thirty-one. 


The epileptic psychoses, one hundred and fifty-one. The 
males predominated, but though in fewer numbers, it was noted 
that there was a greater proportionate tendency for the females 
to marry. 


Constitutional Psychopathic Inferiority equalling two hun- 
dred and twenty-nine, and mental deficiency, two hundred and 
forty, offer an entirely different problem than the definite psy- 
choses. The large number of these cases seen by us, the com- 
paratively few which reach our State Hospitals which are pri- 
marily conducted for handling mental diseases and the menace 
of these unfortunates to the future mental health of our State, 
ealls for concerted action which will lead to an institution to 
meet their special needs. 


In conclusion, I wish to express my appreciation of the in- 
valuable aid given by Dr. Frederic L. Fenno in checking the 
histories. 
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NATIVITY OF FIRST 3000 ADMISSIONS IN CITY HOSPITAL 
FOR MENTAL DISEASES. 


Nativity . M. W.F. C.M. C. F. T. 
United States 613 551 339 2730 
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Daspit—Three Thousand Cases of Mental Diseases. 89 


SEX AND COLOR. 
PYSCHOSES W.M. W.F. C.M. C.F, Total 


Traumatic 2 2 13 
Senile 49 57 213 
Cerebral Arteriosclerosis 14 12 74 
General Paresis 55 50 443 
Cerebral Syphilis 5 50 
Huntington’s Chorea 

Brain Tumor 

Alcoholic 

Drugs. Exogenous Toxins 

Pellagra 

Other Somatic Diseases 

Manic Depressive 

Involutional Melancholia 

Dementia Precox 

Paranoia. Paranoic States 

Epileptic 

Psychoneuroses, etc. .............----.-- 

Constitutional Inferiority 

Mental Deficiency 

Undiagnosed 

Not Insane 68 

Not Insane (Acute Alcoholism) 155" 


1332 671 


onauwn, Orne 


DISCUSSION. 


Dr. L. L. Cazenavette, New Orleans: The paper as read by Dr. Das- 
pit represents in a statistical form the admissions to the City Hos- 
pital for Mental Diseases. The 3000 cases upon which this study 
is based include a considerable proportion of mental disorders that 
are not considered as cases of insanity in the legal sense. The 
statistics represents a more accurate picture of the incidence of 
mental disorder in our community than reports from State Hospitals. 

One point strikes us very forcibly, in this table of cases, and 
that is the large number of men (500 in number) with general 
paresis. This disease caused by the ravages of the spirochete pallida 
(syphilis) on the highest grade of tissue in the body may make its 
appearance and may most frequently be recognized clinically only 
years after the initial infection. It becomes our duty therefore, 
in order to diminish the number of paretics, to treat early, treat 
thoroughly and treat for a long time all cases of syphilis. 


Fortunately, all cases of syphilis do not develop paresis. An 
important point along those lines is brought out by Marie and 
Levaditi in an article entitled “La paralysie générale est due a un 
tréponéme distinct de celui de la syphilis banale’”’ (Abstract in Ar- 
chives of Neurology and Psychiatry, March, 1921). They recall 
that the likelihood of the development of general paresis in a 
case of syphilis is in inverse proportion to the occurrence of peri- 
pheral ectodermic reactions. They quote Fournier for the state- 
ment that general paresis follows syphilis of benign initial type, 
and Erb for the citation of an instance in which five men, infected 
by the same prostitute, all became either paretic or tabetic. After 
Tepeated experiments and observations covering a period of years, 
with the virus of general paresis in rabbits and the initial virus 
from a chancre they conclude that one virus may be termed the 
dermotropic virus and the other the neurotropic virus, and believe 
that the spirochete of general paresis may be considered as a dif- 
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ferent variety than the spirochete causing cutaneous and visceral 
syphilis. ; 

This recalls the repeated clinical observation that many tabetics 
and paretics do not confess having had initial lesions and cutaneous 
manifestations. This is probably because they were infected with 
the neurotropic virus which has a special affinity for nervous tis- 
sue. It is claimed that those patients presenting marked secondar- 
ies and therefore infected with the dermotropic virus escape nerve 
manifestations while they may show lues of other organs. This 
leads us to the conclusion that the milder the initial lesion and 
the lesser the cutaneous eruption the more the clrances of nerve 
syphilis in after years and the more careful we should be in the 
treatment of these cases. 

Another group of cases in Dr. Daspit’s report which requires at- 
tention is that of the mental deficient. At present many of these 
are at the City Hospital for Mental Diseases where the surround- 
ings are not the best for these unfortunates. We should have in 
this State an institution where both male and female feeble minded 
could be received and properly taken care of. 

Dr. J. A. O'Hara, New Orleans: In discussing the paper of Dr. 
Daspit and following along the lines laid down by Dr. Cazenavette, 
I will take but a minute to point out the fact that we are send- 
ing representatives to fe Legislature and to Congress to make laws 
who do not know what they are talking about. One-half of our rep- 
resentatives in our Legislatures and in Congress are taking a shot 
at the moon. The United States Government is appropriating 
twelve millions of dollars for regulating and controlling alcohol, 
while the amount our government is appropriating for the eradica- 
tion of specific diseases, known as gonorrhea and syphilis, is com- 
paratively small. In our state there are 450 cases of paresis among 
the insane, 50 cases of cerebral syphilis, not including the paretics, 
the mental defectives, the idiots, and imbeciles, and not including 
a long group of cases that are not stimulated by alcoholics but 
are built upon a syphilitic tendency. Our government is appropri- 
ating seven million dollars for alcohol as against one million dol- 
lars for the suppression of cases of syphilis. 

The doctors should talk to members of legislatures and members 
of Congress in regard to enacting laws which will offset and make 
amends for the amount of damage done to humanity. 

Here are white males four to one; here are colored males two 
to one—all our colored race is inoculated and there is no place 
to take care of them. The administration is working hard to try 
to establish an institution to take care of cases of venereal diseases. 

I want to call your attention to another matter that is of the 
utmost importance, and one which should appeal to the laity, name- 
ly, according to the report of Dr. Daspit, we have an awful picture 
of intermarriage of colored epileptics. 





EPIDEMIC ENCEPHALITIS.* 


By DR. L. V. LOPEZ, New Orleans. 


Definition. Epidemic Encephalitis Lethargica, Nona, popu- 
larly known as Sleeping Sickness, is an infectious disease affect- 
ing the nervous system. Its most conspicuous clinical feature 


*Read at the meeting of the Louisiana State Medical Society, 
April 19 to 21, 1921. cal Society, New Orleans, 
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is prolonged somnolence. On this account it was termed Enceph- 
alitis Lethargica by Economo. This term is inapt, as somno- 
lence and lethargy may be absent, so the term Epidemic Enceph- 
alitis is a more appropriate one. Its four cardinal symptoms 
are: (1) Ocular palsies; (2) prolonged or hyper-somnolence ; 
(3) elevated temperature; (4) marked asthenia. 


History. The first account in the literature of this malady 
was published by Elias Camorius “) about 1712-1715. He 
gave it the name ‘‘Schlafkranckheit’’ owing to the somnolence 
and pronounced brain symptoms. He stated:that the delirium 
oceurred chiefly at night ‘‘with mild turbulent phantasies.’’ 
In 1768, Lepeeq de la Cloture ‘?) described ‘‘coma somnolen- 
tum’’ following Grippe. 


Czanain in 1835 published a history of epidemic diseases in 
which he mentions epidemics of ‘‘catarrhal fevers’’ with ‘‘so- 
porisite’’ as having occurred in Germany in 1745, in Lyons in 
1800, and in Milan in 1802. 


In 1892 Longuet ‘) published a review of the literature. 
During the pandemic of influenza in 1889-90 the complication 
of Influenza affecting the nervous system was, for the first time, 


studied systematically and thoroughly. In Europe, as well as 
in America, numerous observers laid stress on the various 
phases of nervous system involvement from the neurological 
(such as palsies, hemiplegias, convulsions, neuralgia, etc.), to 
the psychic manifestations (stupor, coma, anguish, depression, 
mania, hallucinations, dementia, confusion of ideas, etc.) 


V. Economo “) in 1917 published a classical account of an 
outbreak of Encephalitis occurring in Vienna that year. Since 
then there have been numerous contributions to the literature 
from observers in this country as well as in Europe. 


The disease was observed in Central Europe about 1712- 
1715 and in 1745. In Lyons in 1800, in Milan in 1802, then 
again in Europe in 1889-90. It reappeared in Central Europe 
in 1917. In France, Great Britain and Algeria during the 
years 1917-18, and in North America during 1918-19. It is still 
endemic in this country. 


Etiology and Pathology. One of the latest contributions to the 
etiology is that of W. Thalheimer,‘®) whose cultural studies 
confirmed the results of Loewe and Strauss. ‘® 
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It was found by these workers that the infectious agent is 
a filtrable minute organism which when injected or inoeulated 
into rabbits and monkeys produce typical lesions of Encepha- 
litis. The cultural studies of Levaditi and Harvier, McIntosh 
and Turnbull, and others, have also confirmed the result of 
Loewe and Strauss. 

The macroscopic or gross pathology is hyperemia of the 
brain substance, especially the gray matter and the meninges, 
also hemorrhages. (According to Jaffe.)‘7) Microscopically, 
we find a perivascular infiltration of the smaller and larger 
vessels, especially in the brain stem, and most marked along 
the aqueduct, floor of the 4th Ventricle and Medulla. This in- 
filtration is confined to the adventitia and does not invade the 
brain substance. The cells are chiefly round cells with very 
little protoplasm and large nuclei rich in chromatin; in type, 
resembling lymphocytes. The vessels are usually filled with 
blood, contain no white cells, and do not show changes in the 
intima with cell infiltration. Plasma cells are rare. The other 
main finding is Neuroaphagia. 


Jaffe states that one cannot pathologically differentiate Epi- 


demic encephalitis from the hemorrhagic encephalitis of Influ- 
enza or other forms of toxic infectious encephalitis and that it 
would be better to use the generic term Infectious Encephalitis, 
appending the name of the exciting cause whether typhoid, 
pneumonia, Influenza, etc. 


Symptomatology and Clinical Course: A. J. Hall‘ in his 
studies of Encephalitis in England found that 69 per cent of 
his cases were of gradual onset and 31 per cent. sudden. H. F. 
Smith, in this country, found, out of 122 cases—87 or 71% 
gave a history of gradual onset while 35 cases or 29% the onset 
was sudden. Another important finding was that in the thirty- 
five cases of sudden onset there were 21 deaths and out of the 
eighty-seven cases of gradual onsets the number of deaths was 
21—-giving a 22% fatality for the cases with gradual onset and 
60% for sudden onset. 


The type of symptoms seen in a given case depends upon the 
part of the Nervous System affected. If it attacks the thala- 
mus, choreiform movements will result; if the meninges—rigid- 
ity occurs; if the spinal nerve roots, pain results; if the cranial 
muclei, ophthalmoplegia, facial paralysis, etc. 
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The Cranial Nerve Palsies: The 3rd or Oculomotor nerve 
is the most commonly affected giving rise to ptosis. This may 
be single or double, complete or incomplete, constant or tran- 
sient. Next in frequency may occur palsies of the 4th, 6th or 
7th cranial nerves. These ocular paralyses often inaugurate the 
disease so that ptosis, diplopia or strabismus may present them- 
selves before fever or apathy. Combined palsies is the rule. 

Euphoria is a frequent symptom ranking next to cranial nerve 
palsies according to Hunt. ® 

The majority are without complaint. It is unusual to see a 
severe illness in which the patient is so little cognizant of his 
true condition. It is also unusual to find a disease in which the 


feeling of well being and absence of any distress is so marked 
and so constant. 


There is often some rigidity, but it is variable, irregular in 
distribution and inconstant. It is dependent upon meningitic 
involvement. Rigidity of the neck is rare and when present 
not as marked as in Tubercular Meningitis. There may be 
slight or marked rigidity in the arms or legs. It may vary 
from day to day. 

Tremors, Spasms and Choreiform Movements. The tremor 
is coarse and closely resembles that of Paralysis Agitans. In 
Encephalitis the distribution is chiefly the face and hands. It 
may appear at the very beginning of the disease or not before 
the end of the first week or be absent altogether. The chorei- 
form movements resemble Sydenham’s Chorea—they are jerky, 
irregular and often purposeless. They may be general or local- 
ized. They are usually general. When localized, the distri- 
bution is variable. The tremor may be restricted to the hands 
or to the muscles—the abdomen or to one-half of the body or to 
the facial muscles. 


Temperature changes: H. F. Smith states temperature 
was one of the most constant symptoms and it was usually of a 
low grade. There was fever in all of Hunt’s cases. There 
are cases reported without fever. 


The facies of this disease varies with different types—at the 
beginning or in a mild form the skin may be natural in color 
or slightly flushed and the ophthalmoplegia or facial palsy alone 
stamp the disease. Gradually as the case progresses a lack of ex- 
pression is seen and, finally, the rigid, mask-like, expressionless 
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facies isn seen. The facial muscles are drawn-downward, the 
skin is wax-like and pasty and one or more cranial nerve paraly- 
sis distort the features. It closely resembles the facies of Par- 
kinson’s disease plus cranial nerve palsies and a pasty, greyish 
skin. 


As ptosis is the most common form of paralysis it is usual 
to see these patients lying in bed with their eyelids partly 
elosed. Apathy may be present from the very beginning but 
usually appears about the 2nd week. It may be slight or 
pronounced or it may be interrupted by an active and busy de- 
lirium. The most characteristic attributes of this lethargy are 
the lack of proportion between the real and the apparent and 
the ease with which the patient can be roused and then relapse 
into coma. 


Among the eye symptoms you may find—Diplopia, nystag- 
mus, fixed and unequal pupils Diplopia is most common— 
about 60% Nystagmus is present in the Paralysis Agitans type. 
Mental symptoms occur with great frequency varying from a 
wild delirium to mania. The delirium is of the low, muttering 
busy type usually inconstant and may subside during the day. 


The patient chatters and mutters about his work and picks at 
the bed clothes. In other cases the mental picture closely re- 
sembles the Catatonia of Dementia Praecox. They are ‘‘shut 


bd ”” 


in’’ and negativistic. 


Sphincter involvement is a late rather than early symptom. 
When it does occur with high fever and increasing apathy it 
is a very serious prognostic finding as the case is apt to ter- 
minate fatally. Speech disturbances are frequent. The speech 
is usually thick, difficult to understand, explosive, hesitating, 
staccato, often high-pitched and chopped off. The pulse is rapid 
and hurries as the disease advances; it is usually above 100 and 
may rise to 150. 


There are other less common symptoms such as pain, aniso- 
eoria, hiccough, Kernig’s sign, slight rashes and changes in the 
patella reflexes. The pain, when present, appears to be the 
result of a radiculitis. It is sharp, intense and very difficult 
to relieve, fortunately of short duration. 

The clinical course may be conveniently divided into three 
stages: 1. The prodromal—which may be ushered in with 
headache, lethargy, giddiness, fatigue, general malaise and dis- 
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turbance of vision such as diplopia. 2. The acute—with vom- 
iting, fever, paralysis of certain cranial nerves, changes in the 
tendon reflexes, alterations of speech, marked general weakness, 
and in the majority of cases, somnolence or stupor of varying 
intensity. 3. Convalescence—in some cases recovery is com- 
plete in ten days or two weeks after disappearence of the acute 
symptoms, but in a great many cases convalescence is prolonged 
and is accompanied by changes in the mental state, definite 
loss of function of certain muscles and obstinate paralysis. 

Diagnosis and Prognosis: The diagnosis of Epidemic enceph- 
alitis is not always easy. By lumbar puncture it can be differ- 
entiated from Tubereular Meningitis and Cerebro-spinal Menin- 
gitis. Cerebro-spinal Lues is differentiated by positive spinal 
fluid Wassermann a marked increase of cells, increased Globulin 
and either a luetic or paretie curve in the Colloidal Gold test. 
Typhoid should be differentiated—This is done by the Widal, 
temperature curve, rose spots and enlarged spleen. 

In some cases of paralysis from Encephalitis should bear 
Diphtheria in mind. The Klebs-Loeffler Bacillus in the throat 
and history determine this. When the patients are comatose 
uremia should be ruled out. This is done by the routine urin- 
alysis and by Blood area estimation—also the P. S. T. test. 
Acute psychoses are distinguished by the persistence of psycho- 
tic manifestations, such as maniacal excitement or delirium un- 
accompanied by somnolence, stupor or fever. 

Tilney and Howe?!) in their series of cases made the diag- 
nosis of Cerebral tumor in one out of twenty. They state 
Epidemic Encephalitis may be differentiated by the absence of 
optic atrophy, papilledema, vomiting and paroxysmal headache. 
Hysteria should also be ruled out. It is chiefly recognized by 
absence of fever, presence of sensory disturbances, contraction 
of visual fields. The pressure of normal reflexes and the ab- 
sence of nystagmus, true paralysis or other ocular motor dis- 
turbances are significant. 

The prognosis should always be guarded. The cranial nerve 
paralysis, especially the 7th, are slow in recovery, Ophthalmo- 
plegia does not last long but there is a tendency of reappear- 
ance some time after recovery has been established, particularly 
under stress or when the patient becomes fatigued or exhausted. 

When convulsive and maniacal symptoms occur, a grave prog- 
nosis as regards life should be given. In the ordinary lethargie 
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type the intensity of the somnolence is the governing factor 
regarding prognosis (according to Tilney). Concerning other 
types and stages, the literature is very vague. 

Treatment: This is purely symptomatic at present and con- 
sists of rest in bed, moderate isolation, hydrotherapy for the 
fever. The French advocate Urotropin 10 grains three times 
a day. 


Like in all infections elimination is an important therapeutic 
factor. Water by mouth should be pushed to the limit. If 
this does not prove practicable the continuous Murphy drip 
is advisable. 


Some authors advocate repeated lumbar punctures—10 to 20ce 
of the fluid being withdrawn every three to five days. For 
restlessness bromides can be given. For Insomnia, Veronal 
or Luminal Sodium. For Delirium, Paraldehyde (tablespoon- 
ful every 4 hours). In maniacal excitement, the prolonged warm 
baths. For the tremor, Hyoscin hydrobromate, gr. 1/150, three 
times a day. All observers lay stress on not allowing the patient 
to get up too early. For the weakness or asthenia—Tilney and 
Howe recommend suprarenal residue 5 minims, T.1I.D., after 
each meal. They state it is best administered by mouth in combi- 
nation with the hypodermic injections of strychnin cocodylate. 
gr. 1/60, every day either with or without the arseniate of iron. 


For the persistent facial paralysis, mild galvanism directly 
over the facial nerve for 15 minutes three times a week, has 
been advocated. 
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DISCUSSION. 


Dr. C. S. Holbrook, New Orleans: For the past two or three 
years medical journals and the lay press have been calling our atten- 
tion to lethargic encephalitis. We have been inclined to look upon 
this disease as unique and not to be expected or found within our 
state. It is therefore quite opportune that this disease should be 
discussed within the body of physicians and Dr. Lopez is to be com- 
mended for the excellent manner of presenting the subject. 


Lethargic encephalitis is right in our community and a large 
number of cases of this disease are within the state. During the 
past two years Dr. Van Wart and I have seen approximately 50 
cases of so-called sleeping sickness. In this number of cases there 
has been a mortality of 12 per cent., and we were able in three 
cases at autopsy to demonstrate the typical lesions that have been 
well described. Sleeping sickness is a misnomer and nothing has 
caused more confusion than the coupling of the word “sleeping” 
with this disease, acute epidemic encephalitis. These cases do 
not sleep, except a small proportion of them. Lethargy is not 
present in more than 25 per cent. of the cases. 


Numbers of cases are mentally clear throughout the disease. 
Some are slightly irritated, while others are delirious as in typhoid 
fever. Again other cases are mildly excited and have hallucinations 
as in delirium tremens. Still other cases may be acutely excited. 


It is an exception to find typical lethargy. This is something 
that should be warned against because these cases do not follow 
out the newspaper accounts of prolonged sleep. Fever is present 
in the early stage of the disease, the temperature ranging from 
101 to 103-5 in some cases. After the disease has progressed for 
a few weeks the temperature is apt not to be above normal. It 
has been our experience that leukocytosis is almost always present 
in the early stage, in some cases going up to 25,000 or 30,000 leu- 
kocytes. Pain, according to Dr. Lopez, has been rather infrequent. 
That has not been our experience. Radiating pains in the arms 
and legs with headache have been present as early symptoms in 
many cases, and this pain has persisted throughout the course of 
the disease in a few instances and has been very difficult to control. 
Meningeal irritation has shown itself in other ways besides pain 
as by the stiff neck and Kernig sign in a number of cases, and this 
has gone far in helping us to make a diagnosis. These pains have 
sometimes persisted throughout the entire course and have not been 
relieved by morphin. Probably the salicylates give more relief 
than anything else. 

The spinal fluid has helped to rule out other diseases. There 
have been comparatively few cases in which there has not been 
some change in the spinal fluid. The cells are usually increased 
from 10 to over 100, per cubic millimeter. The globulin may be 
mildly increased, and the Wassermann was always negative. We 
should be wide awake to this disease and its presence in our com- 
munities and if we look for them, we will find more cases of acute 
encephalitis than we have heretofore realized. It is quite a live 
subject, cases are being seen constantly, and I think we should 
look out for them. ; 

Dr. E. McC. Connely, New Orleans: The most striking feature 
in regard to encephalitis is the great variety of symptoms. That, 
of course, is due to the fact that no part of the central nervous 
system seems to be exempt from its ravages. The onset of the dis- 
ease varies in almost every case. Jones and Raphael have reported 
a case in which the symptoms of the onset were entirely psychic. 
In one case they report the man began with an amnesia and devel- 
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oped mental sy=yptoms gradually. He finally manifested typical 
encephalitis symptoms. 


The diagnosis is very difficult. No one seems to have worked 
out any definite tests that will aid us in making it. As to the spinal 
fluid as Dr. Holbrook says, the cells vary from a small increase 
to a large number. In one case reported there were 1500 cells. 

The treatment is not at all established, and is principally sympto- 
matic. The prognosis is completely questionable, almost a guess, 
and no definite method of estimating the outcome has been found. 


Taking it all in all, there is a great deal of work yet to be done 
in regard to the etiology, diagnosis, prognosis and treatment of 
encephalitis. I think it behooves the general practitioner to keep 
his eyes open and be on the lookout for these cases. 


The name is rather misleading, because a great many cases 
never show any lethargic signs. On the contrary, some of them suffer 
from sleeplessness, and in some cases there is a wild delirium. 
This brings one to the phychiatric symptoms which have been 
mostly neglected. Very few practitioners seem to lay much stress on 
mental symptoms, and yet every case at some time in its course dis- 
plays mental symptoms of greater or lesser intensity. Especially is 
this true of the cases which become chronic. They show fatigue- 
ability, lack of confidence in themselves, and inability to concentrate, 
these symptoms persisting for months. 


In some cases we will have relapses during which the symptoms 
shown at the onset are reproduced. One case has been reported 
who had four or five recurrences in the course of several months, 
and the patient finally recovered. 


Dr. D. W. Kelly, Winnfield: This to me is a new disease. .The 
first case of encephalitis I saw two years ago, a patient in consui- 
tation with Dr. Stovall at Sikes and we did not know what was the 
matter with the fellow. We sent him to the New Orleans doctors. 
He died. He did not do anything but sleep. He was jumping and 
jerking all the time. He was a violent case and died in three or 
four days. 

I was called out in the country to see another case with another 
doctor and when I called on a New Orleans doctor and stated the 
case to him to find out what was the matter with the fellow, he 
did not hesitate to say it was'a case of encephalitis. I began to read 
up on the disease and found out the cases I had were undoubtedly 
eases of encephalitis. This second case was not as violent as the 
first in which Dr. Daspit was called. I was anxious to find out 
what was the matter with the patient. 

I had two cases in succession, and the disease was something I 
had not seen before. Dr. Daspit recommended in the second cas¢ 
I had lumbar puncture which I did and drew off quite a quantity 
of spinal fluid. To my great surprise my patient got very much 
better. I thought he was going to get all right, but I found out 
a little later, that I had another guess coming. He improved for 
a while, got up, was able to go about, but had a relapse and got 
into a kind of chronic condition. He has been in that condition for 
over a year. Nothing has seemed to do him any _ good. 
A few months later I made another lumbar puncture. 
There was still high pressure. I had the fluid examined with nega- 
tive result. Since then I have seen two other cases. One case 
was diagnosed as encephalitis by the attending physicians. This 
case was one of the lethargic type. I have seen a fourth case 
which I am sure was lethargic encephalitis. I think the disease is 
much more frequent than we have previously supposed. This dis- 
ease up to two years ago I had never seen, and since I have got- 
ten such beautiful results from lumbar puncture in the case in 
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which there was high pressure I believe in the value of lumbar punc- 
ture. 

Dr. W. J. Otis, New Orleans: I enjoyed the paper of Dr. Lopez 
very much as well as the remarks of Dr. Holbrook regarding the 
name of this disease. The term Encephalitis Lethargica has been 
preempted for another disease, African Trypanosomiasis. 


As regards the onset, I think to a large extent the lethargy in 
some of these cases is due to a lack of sustenance which lowers the 
physical tone. Along these lines forced feeding of these cases 
by a tube is beneficial. An essentially liquid diet will relieve the 
somnolence and toxicosis when we first see and treat these cases. 
There can be no question that confusion exists as regards diag- 
nosis in the stuperous type of these cases, with dementia precox 
and exhaustive delirium. The residuum will last for years. I do 
not think the disease is contagious so far as I could find by con- 
sulting the literature. All cases should be reported, however, in the 
next ten years the number of cases will increase correspondingly. 

Dr. A. L. Levin, New Orleans: I would like to ask Dr. Lopez 
whether he has seen cases of encephalitis with nausea and vomit- 
ing. I wish to relate a case which came under my observation on 
account of nausea and vomiting in a six-year-old child following 
measles, and after two weeks normal temperature the child was sent 
to school and five days afterward had a temperature with a slight 
eough; a few days afterward the child began to complain of severe 
supraorbital headache. 

The eyes were very sensitive to light when I saw the child. The 
irritation was evidently cerebral in origin. The physical examina- 
tion was negative. Dr. Blum looked over the eye grounds and 
found to his astonishment there was edema of the optic nerve in 
both eyes. The diagnosis was not certain. The case was undoubt- 
edly one of unusual type of encephalitis. There were no lethargic 
symptoms, but there was a loss of knee reflexes; there was slight 
rigidity of the neck. The blood and urine were negative. Spinal 
puncture was practically negative except for a slight increase in the 
cell count and the neutrophiles. An isolated tubercle may have 
eaused the edema. The child was kept quiet for a month, when 
the edema gradually disappeared, and the headache, nausea and 
vomiting stopped. 

The child was permitted to walk, and after several weeks had 
elapsed, again had a spell of nausea and vomiting, and was put 
to bed, the eye grounds were examined again and it was found 
that the left optic nerve was slightly edematous. The child was 
again put at rest and fully recovered. 


Was this a case of encephalitis of unusual type, or was there 
pressure produced by an isolated tubercle somewhere in the brain? 
The diagnosis was uncertain and I would like to ask Dr. Lopez 
a edema of the optic nerve plays an important part in enceph- 
alitis. 

Dr. J. E. Knighton, Shreveport: I wish to emphasize what has 
been said, that encephalitis is a more frequent disease than we have 
been accustomed to believe. I can add nothing to what has been 
said in a general way about the diagnosis, symptoms and treatment, 
but I simply want to state’ that six or seven cases of this disease 
have come under my observation during the past year. 

Dr. L. L. Cazenavette, New Orleans: There is no doubt that 
difficulty attends the diagnosis of this disease, and the diagnosis 
ean be made only after the elimination of other diseases of the 
nervous system. That is absolutely necessary. 

With regard to the ophthalmoscopic examination in these cases, 
my idea is that usually it is negative. If that is so, we have in 





100 Original Articles. 


ophthalmoscopic examination a means of eliminating other diseases 
ef the brain. 


Another point I believe should be laid stress on is the cere- 
brospinal fluid findings. There is usually a pleocytosis, and a little 
increase in the globulin reaction with a negative Wassermann in 
these cases. 


Dr. C. V. Unsworth, New Orleans: I have seen twelve casés 
of encephalitis lethargica so-called, and my experience has been 
that it is difficult to make a positive diagnosis of the disease. In 
the first place, instead of it being a primary disease, I believe it is 
secondary. It follows some acute infection. Most of the cases 
I have seen have followed measles and influenza. The history of 
the case has more to do in making a diagnosis than the clinical 
findings. I don’t think there is anything positive about the spinal 
fluid. 

I have a case under my observation now that, if it were not 
for the history being that of an alcoholic, would be a typical 
ease of encephalitis lethargica of the psychic form. He has a 
wet brain on account of an alcoholic history. He runs a tempera- 
ture of 101-3 and has been sick for two weeks. Furthermore, the 
more excitable the cases, the more grave the prognosis is. The 
quiet cases will sometimes get well. I never saw an individual with 
the excitable form of the disease get well. I saw a case diagnosed 
measles that, I am sure, was the excitable form of encephalitis 
y tae secondary, and she promptly died after two or three 

ays. 

Dr. L. V. Lopez, New Orleans, (closing): It is gratifying to 
me _ see the amount of discussion that my paper has brought 
forth. 


Dr. Holbrook and Dr. Knighton laid stress on the prevalence 
of the disease which simply means we should be on the lookout 
for it. Dr. Otis brought out another point, the importance of 
force feeding these patients for the asthenia. Dr. Connely laid 
stress on the importance and persistence of mental symptoms in 
these cases. I had the pleasure of seeing a case with Dr. O’Hara 
in which this was quite manifest. Dr. Cazenavette brought out a 
good point by emphasizing the importance of making a diagnosis 
of this disease by the process of elimination. That is the only 
way we can reach a positive diagnosis in an infectious disease of 
this nature. ‘ 

In answer to Dr. Levin’s question, in some cases the ophthalmologic 
examination has been confusing. At Savenay during the recent 
world war there were a few cases in which the eye grounds showed 
some changes. Some cases showed visual disturbance to such an 
extent that there was edema of the optic nerve and neuritis which 
was infectious in character, but which cleared up to a certain ex- 
tent. But we did not follow up the cases very well, due to the 
fact that the men were transferred back to the United States. 
There were a few cases of encephalitis in the Army that were 
puzzling. In France, at first we diagnosed these cases as de- 
mentia precox, and manic-depressive psychosis and other psychotic 
manifestations due to the onset with psychic symptoms. 


This is a field that should be worked up from a research stand- 
point by the neuro-pathologist and the bacteriologist, because some 
men do not agree as to the etiological factor. Some observers claim 
it is a secondary disease, and that you cannot differentiate encepha- 
litis lethargica from any infectious encephalitis. We should do our 
utmost to try and find the cause of the disease. Perhaps through 
serology there will be found something to prevent the disease, if 
possible, if not cure it. 
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SOME OBSERVATIONS AS TO PROGNOSIS IN 
INSANITY.* 


By CHARLES V. UNSWORTH, M. D., House Physician of the Louisiana 
Retreat, New Orleans. 


There are certain general questions always put to the alienist 
by the friends and relatives of a patient recently affected with 
insanity, questions having reference to the probable chances of 
recovery, to which it is more desirable than easy to reply with 
perfect confidence. Whether the patient will recover his reason 
soon, or ever, or in how long or short a time, whether removal 
from home is, or will be, necessary, whether merely to another 
residence, or to an institution, and to what kind of an institu- 
tion the patient should be taken are all inquiries ot greatest 
interest to the relatives, and the answers to which may affect 
their worldly arrangements. From long experience, when that 
experience was limited to general practice, I think myself war- 
ranted in saying that practitioners have not ordinarily the 
means of giving satisfactory answers to these inquiries, and that 
severe disappointment and inconvenience are often the conse- 
quence. 


Consider on how many circumstances the prognosis itself must 
depend; for the treatment to be resorted to, and all the con- 
sequent arrangements depend on this preliminary. The symp- 
toms actually present, the duration of the condition, the age, 
the sex, the social state, the predisposition, the hereditary fac- 
tors, the physical make-up of the patient, the nature of the 
causes, the slow or sudden development of the effects, and the 
treatment that has already been instituted—all these must have 
careful consideration before there can be given a reasonable 
opinion as to the probability of recovery. When, therefore, 
[ am expected to prognosticate, I demand much preparatory 
information, some of which is not always to be readily obtained. 

With your kind permission I will cite you a few cases ob- 
served in the Louisiana Retreat, the largest private institution 
of its kind in this section of the country. In the female de- 
partment there are many unfortunate cases in which no hope 
of recovery exists; cases of idiocy, dependent on congenital de- 
fect, and of imbecility, either congenital or resulting from pre- 
vious maniacal explosions. The same unfavorable opinion may 


*Read at the meeting of the Louisiana State Medical Society, New Orleans, 
April 19 te 21, 1921 
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be pronounced in the numerous cases combined with epilepsy, 
and with paralysis. Congenital defects are incurable; but the 
defect may permit partial mental manifestations, and the regu- 
lation of these, and the cultivation even of the fragments of 
the mind in these cases, will materially modify the character 
and life of the individual. 


Imbecile and even idiotic children are capable of being edu- 
cated to a certain extent, and may be made happier, better, 
healthier, and longer-lived, by culture. This limited hope, there- 
fore, may be held out in these unfortunate cases. There are 
cases in which mental disturbance has been caused by short 
maniacal attacks; and yet in which a recovery of tranquility, 
of comfort, and a capability of enjoying ordinary life, are quite 
within the limit of probability, although the chances of these 
may be diminished by excitement and injudicious treatment. 


When, in an epileptic young person, you find that there is 
much mental eccentricity, or even frequent and great mental ex- 
citement, the prognosis is unfavorable; increase of excitement 
to mania, or imbecility gradually overshadowing the intellect, 
are what you have to expect. When mental peculiarities have 
appeared in persons of middle age, if you find the lips and 
tongue tremulous when the patient speaks, and the mind ex- 
hilarated, there is every reason to believe that paralysis has 
commenced in a most hopeless form. Then again, there are 
eases of epilepsy, combined with insanity, in which the patient 
is very rational in the intervals between the epileptic seizures, 
and when the intervals are lengthy, a state of mind is regained 
which very nearly, if not entirely, amounts to mental sound- 
ness; and this possibility must of course, influence your treat- 
ment of the individual. The exposure of such patients in a 
general insane asylum to the continual society of idiots and the 
hopelessly insane is without excuse. Their neglect in such in- 
stitutions is extreme; their minds are uncultivated; they are 
taught no useful art; and their whole physical and moral na- 
ture passes through much suffering into the lowest depths of 
degradation. There are cases of general paralysis in which the 
mental faculties have not yet suffered severely; and a proper 
treatment may long retard further deterioration. At least, that 
has been my experience in the Louisiana Retreat. Some degree 
of freedom may consequently be accorded in these cases, but 
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it must be borne in mind that intelligence and life are always 
in jeopardy. 

The symptoms of an acute maniacal attack are less unprom- 
ising than those of a quieter form of mania, with delusions, 
when both are recent. In a larger proportion of incurable 
eases, remarkable delusions have been long entertained, and the 
patients are ordinarily quiet. Recurrent attacks of maniacal 
excitement, however quiet the patient may be in the intervals, 
are very unfavorable. A most interesting case at present un- 
der observation is that of a woman about forty-five years of 
age, stout, good-looking, neat dresser, and of great. respeetabil- 
ity ; her manners are composed and gracious, and she is occupied 
in the faney work department. Within the last week she be- 
came restless, irritable and talked much of being quite well and 
fit to leave the Retreat. These are always, as in this particular 
ease, the incipient symptoms of relapse. The following week 
sees her untidy in her dress, her hair uncombed and hanging 
about her face, and her language violent and obscene. In a few 
weeks she is herself again; when better she is intelligent; and 
she will remain so well, even for months, that one might again 
and again be tempted to hope for permanent recovery. But 
she has been insane for many years, and will always be the 
subject of these recurrent attacks of excitement. 


However, very violent symptoms are not always of unfavor- 
able omen. The most favorable cases are those m which there 
is simple excitement of all the faculties, resembling the excite- 
ment produced by alcohol; these characterized by inactivity 
and depression are less hopeful. Even cases of melancholia are 
more hopeful than those in which mere dullness prevails. 


In young persons, and most frequently, I think, in young 
women, short maniacal attacks, unfortunately, often terminate 
in imbecility, which, although sometimes recovered from, too 
frequently passes into an incurable form, and after several 
interruptions of slight excitement, ends in dementia. Dementia, 
properly so-called, is never recovered from; all the faculties 
are obscured, there is neither excitement or depression, but a 
negative condition in which the intellect, the feelings, the pro- 
pensities, and even the senses have very little exercise; and 
the patients live for years without seeming to do anything from 
the prompting of their own will. 
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A great number of patients recover, probably, from melan- 
cholia, as from mania; but in both maladies, successive at- 
tacks, longer than the first attack, and coming on at later and 
later periods of life, are less and less easily recovered from. 
Melancholia supervenes in some patients after every maniacal 
attack and precedes recovery; but the end is a gradual advance 
to imbecility. At all events the prognosis in melancholia is 
very bad. 


The prognosis of insanity following childbirth is generally 
favorable; recovery takes place in a considerable proportion 
of such cases within six months after the commencement of the 
attack, and in many more within a year. Those cases in which 
the symptoms come on very soon after delivery I commonly 
regard as more dangerous to life than the cases in which 
they appear later, or during nursing, and in which we have 
often only to contend with debility. It does not seem by any 
means to follow that a woman who has become insane after 
one delivery will again become so in subsequent confinements, 
or that she will ever become insane again; and I do not think 
that, generally speaking, women who have become so affected 
in the puerperal state are particularly liable to become insane 
from causes entirely unconnected with that condition. Puer- 
peral insanity may certainly occur after the birth of the first 
child, and never afterward; or it may occur for the first and 
only time after the birth of the second child, or third, or fourth. 
In some cases of insanity ascribed to the puerperal state it 
will be found on careful inquiry, that slight symptoms had 
been observed for some months before confinement, and even 
before a particular pregnancy, and that the puerperal state 
-has merely aggravated the symptoms. 


Cases of paranoia are always incurable. Only where a single 
and marked delusion depends upon any manifest bodily dis 
order, an indication for cure may be pursued and a certain 
hope of recovery entertained. If there is much plethora present, 
or marked debility, or manifest gastric or uterine disorder, a 
hope may be entertained that the alleviation of such conditions 
may remove the delusion. 


That form of delusion very incidental to persons in the de- 
cline of life, and commonly a part of senile insanity is prac- 
tically hopeless. Ideas of irretrievable ruin or disgrace, or 
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of the impropriety of eating and drinking, or unhappy delu- 
sions respecting the identity of those about them, form the 
frequent afflictions of many institutional patients; and from 
these very little hope of relief can be entertained. 


Whether the symptoms of insanity have come on gradually 
a long course of eccentricity, or peculiar changes in or exag- 
gerations of the habits and manners of the patient, having been 
noticed for a year or two before the malady has declared itself, 
I have never found the case to be curable, even in patients free 
from paralysis, and apparently of good constitution. Tempor- 
ary changes of the propensities and general habits may take 
place to a great extent in a recent case of insanity, without 
lessening the prospect of amendment. Great perversions of 
the affections may also exist and pass away. Of these aversion 
to the nearest friends and relatives is the most common. The 
dislike conceived by the patients for those who were not known 
to them before is usually founded on some resemblance, real 
or imaginary, or, on an absolute illusion of the senses; and 
this will disappear when convalescence is being established. But 
generally, the patient conceives an aversion for his parents, 
or for some relative to whom in his sane state he is particu- 
larly attached. In recurrent cases, the aversion and the recon- 
ciliation succeed one another in the most curious manner; the 
same patients who one day accost you in terms of unbounded 
friendship and confidence, assailing you on the next day in 
the most violent and threatening language, and accusing you 
of torturing or poisoning them. These frequent and violent 
alternations. belong to cases which are chronic and incurable. 


After a certain duration of mania or melancholia, if incoher- 
ence of language and thoughts is perceived, recovery, I fear, 
seldom or never takes place. The incoherence often observed 
in recent cases is a different condition, and generally temporary 
in its nature; but if very great, or if continuing very long, it 
is a sign that the case is doomed to permanent insanity. 


Many other symptoms incidental to recent cases, and in them 
only temporary, also supervene in chronic cases, in which they 
indicate a great change for the worse. Inattention to per- 
sonal cleanliness is one of these. It occurs in some recent cases, 
and is recovered from. It occurs in each attack of some recur- 
rent and curable cases, and passes off with the attack, and 
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wholly disappears when the state of mind is finally recovered ; 
but if it comes on in a ease of long continuance, it is always 
an unfavorable symptom. Another and more trifling peculiar- 
ity, that of crouching on the ground, is chiefly seen in old cases; 
the patients cannot be persuaded to sit upon a chair; they sit 
on the ground or on benches, with their knees drawn up to their 
chin ; and all such patients are commonly in an incurable state. 
They are almost always very feeble, and probably instinctively 
adopt the crouching position, for support and relief. A dispo- 
sition to sit alone in the corners of rooms, or at the ends of 
galleries, or behind the doors, and a dislike to the smallest ex- 
ertion, are unpromising indications in cases where there has 
been maniacal excitement. In the greater number of recent 
cases, the patient is too much excited to be employed, or is too 
full of some immediate discontent; these symptoms will pass 
away, and a wish to be employed will spring up among the 
first appearances of amendment. 

A return to natural sleep, in a recent case of insanity, affords 
a hope of probable recovery. Many of my chronic and incurable 
patients generally sleep well, although some are, apparently, 
always restless at night. A want of sleep is often to be at- 
tributed, in chronic cases, to a lack of exercise during the day. 
In recent and curable attacks, the sleep is seldom good for some 
time; and sleep artificially induced is often followed by in- 
ereased irritability. 

In either recent or chronic cases, it is not a promising thing 
to find the patient becoming stout without any mental im- 
provement being at the same time observed. j 

Phthisical symptoms, jaundice, dropsy, irregular action of the 
heart, are all unfavorable combinations, some time obviously 
threatening life; and I think it is a rare circumstance to find 
the supervention of these maladies, or their distinct recognition, 
(for in insane persons they frequently supervene long before 
they are distinctly recognized) followed by. a mitigation of the 
mental disease. Insanity occurring in a number of phthisical 
family is generally, I fear, connected with a constitution in- 
capable of recovery. Mental disorders also sometimes depend 
on bodily disease, of which the origin has not been noticed or 
recorded, and the future progress is masked, and yet which 
renders the disorder of the mind chronic, and is undermining 
the patient’s life. 
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Insanity from religious impressions is seldom cured, or the 
insanity which assumes a fanatical character, although religious 
emotions did not cause the disease. 


Although hereditary insanity is often recovered from, there 
is always an unhappy tendency to relapse. 


Whilst I confess that experience has taught me to doubt the 
curability of the majority of cases of insanity, it has also shown 
me examples of unexpected recovery. My observations on re- 
lapse are restricted. Indeed, I scarcely know of any statistics 
of relapse that can be considered correct. 


DISCUSSION. 


Dr. Henry Daspit, New Orleans: There is nothing so difficult as 
to foretell in mental diseases. As far as the duration of mental 
diseases is concerned, I am particularly guarded, because we can- 
not determine or state how long they will last when it comes to 
cure. I consider the conditions before and after treatment and 
base the recoverability of a patient on whether he is able to regain 
his position in society without limitation. There are a number of 
psychotic pictures in which certain definite limitations are estab- 
lished, as the precox group, etc. 

So far as manic-depressive insanity is concerned, too many in- 
stitutions discharge these cases as cured. We don’t cure them. 
We improve them. We see many cases of manic-depressive insan- 
ity reported as cured who, on returning to the old environment and 
conditions, become subsequent psychotics. That should be remem- 
bered. Naturally freedom in lucid interval is permissable. 

In the psychogenic groups a large number of cases develop some 
mental aberration as the result of conflict. When you put them 
into institutions they are cared for nicely and get along very well, 
but when they are sent back home and. have the same conflicts to 
contend with, in which their mental trouble originated, their psycho- 
sis is removed. 

For this class of people we should have social service of a charae- 
ter which will guard them against these conflicts and things that pre- 
dominate in the psychosis. It is all right to put them in institutions 
but they cannot be kept there indefinitely, and something should be 
done to improve the social and living conditions of these people at 
home. Many patients are returned to institutions because there is 
no social service to obviate these faults. 


So far as the feeble-minded group is concerned, they are insti- 
tutional cases. As to the puerperal group, so far as the progaosis 
is concerned, I find much depends on whether it is purely a toxic 
condition following the puerperal state or delivery or the final 
exciting cause acting on a constitutional psychopatic defect in 
that patient. 

I don’t believe the paranoiac is ever cured. We see these paran- 
ciacs drop into a routine, leaving their beliefs, their delusional 
eoncepts, sink into the background. They will deny the delusional 
pve ney or after routine living in an institution where they have 
ittle worry, they will forget them. On returning to civil life they 
soon present again the same picture. 

As to general paresis. I am a pessimist so far as general paresis 
ef the insane is concerned. We are all familiar with creditable 
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reports in the literature of paresis being cured. But I don’t believe 
any case that has become frank in its demonstration is ever cured. 
I don’t care what treatment we employ. A large group of patients 
reported as paretic who get antiluetic treatment and recover are 
cases of the active cerebral type which show a paretic syndrome, 
and these cases will respond to treatment. Some practitioners 
try to pin a definite prognosis on these cases, making it limited, 
but we can never tell how a patient is going to be reconstructed and 
take his proper place in the living scheme of life. 


Dr. L. V. Lopez, New Orleans: The importance of social adjust- 
ment by the individual is very important. We see a great many 
psychotic individuals whose clinical manifestations apparently may 
subside from the standpoint of behavior, and we say they are 
cured clinically, but the important point is, when they are. sent 
back to their former environment, can they meet the problems 
of life in an adequate way? In other words, we should be able 
to individualize as much as possible and not try to pigeon-hole 
any psychotic individual into any group or classification. We should 
look upon the psychotic as being a biological unit and try as much 
as possible to find out the reason why he reacts in an abnormal way, 
whether from the standpoint of behavior, the standpoint of thought, 
or the standpoint of emotions, and try to rectify as much as pos- 
sible his abnormal way of looking at life and regulate his life in 
such a way that he will be able to return to his level, and not to 
any set or ideal level we may have in mind. It is much more diffi- 
cult to do this than to talk about it, but that is the ideal goal most 
of us who are doing this work are striving for. I look upon the 
individual as a biologic unit, and it does not make much difference 
what name we give to him. A great many cases of dementia precox 
are called such for want of a better name. 


We find cases of precox, presenting all the symptoms according 
to the diseased entity, who return to their biologic level and become 
fairly useful citizens. The keynote in the prognosis of the psycho- 
tic individual is to try and find his social level. 

Dr. E. M. Connely, New Orleans: I wish to agree with Dr. Daspit 
in regard to his ideas of dementia precox and general paresis; but 
I do not agree with him in regard to manic-depressive insanity 
cases. It is true manics recover and have recurrences in a short 
time, and no one can tell how soon a recurrence will come. In the 
interval between attacks the manic is a useful citizen. He is bright 
and keen and goes about his work as the average normal man would 
do. I remember one case I saw while at Bellevue Hospital, New 
York, with a definite history of manic attacks forty years before. 
That man had forty years of qa useful life between the first and 
second attack. 

I think Dr. Lopez brought out a good point in regard to the 
prognosis. A great many cases we diagnose as precox, concerning 
whom an unfavorable prognosis is given, are not cases of precox 
at all. In my work with soldiers I have seen a number of cases 
who were discharged from the army as dementia precox cases and 
who are useful citizens today, but they were not instances of de- 
mentia precox at all. Their condition was either due to some 
toxic state from influenza, or to something else, or to a mixed in- 
fection, or to manic-depressive insanity. Our diagnosis of precox 
is made entirely on the hallucinosis. 

Dr. W. J. Otis, New Orleans: Speaking from a neuro-psychiatric 
standpoint the keynote of this Section has been mental hygiene, 
yet up to a certain time mental hygiene was relegated to the back- 
ground in this state and mostly in all southern states. Louisiana; is 
far behind in taking care of its dependents, and only along the line 
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of mental hygiene will come progress. There are a number of 
mental and social defectives, for whom nothing has been done. 
These are sent to institutions, and the families expect the doctors 
to work miracles upon them. It is hard to tell the families that 
nothing can be done. 


As regards manic-depressive insanity cases, I would transpose the 
terminology and use the word recovery. To say cure as applied 
to these cases is a rash thing, because we do not know the en- 
vironment these people are returning to. They have been well 
disciplined in these institutions; their morale has been improved, 
but they return back home where it may be hell for some of them. 
They have their recurrences; manic-depressive cases recover more 
than the other psychoses and are self-sustaining citizens to every 
extent, while the precox cases are not. 


Epileptics should be in colonies and should not be allowed to 
propagate. The prognosis there we know is disastrous. 


Again, it is gratifying to see so much discussion along the line 
of mental hygiene. It is up to you, ladies and gentlemen, when 
you go back to your towns, to do all you can to legislate along 
these lines. 





THE USE OF NITROUS OXIDE, OXYGEN ANALGESIA 
AND ANESTHESIA IN OBSTETRICS.* 
By DR. T. B. SELLERS. New Orleans. 

Nitrous oxide and oxygen were recommended and used by 
Paul Bert in 1878. Klikowitsch of Petrograd in 1883 reported 
25 eases where laughing gas was used successfully. It has 
gradually gained in popularity up to the present time. Of 
eourse, Klikowitsch & Winkle working with crude and inade- 
quate apparatus, and impure gas were retarded in their work. 
This is the reason nitrous oxide-oxygen analgesia and anesthesia 
did not advance very rapidly during the first ten years of its 
use. 

At that time they probably did not differentiate between anal- 
gesia and anesthesia. Occasionally nitrous oxide-oxygen was 
given:to the stage of asphyxia. 

A great deal of work was done to perfect a machine that 
would be satisfactory and safe. In 1910 Guedel began the 
routine use of nitrous oxide-oxygen analgesia and anesthesia in 
normal and operative obstetrics. In 1912 Guedel presented his 
apparatus for self administration of nitrous oxide and oxygen 
in obstetrics, a modification of which we are now using. 


We are often asked why is it more essential to use analgesia 
and anesthesia ‘in obstetrics now than in olden times? Civili- 
zation. with its artificial life and dress has rendered. women 


*Read before the Orleans Parish Medical Society, May 23rd, 1921. 
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more or less hot house products and physically less fit to per- 
petuate the race. Many women have easy and almost painless 
child birth, but most of them have long, painful and very diffi- 
cult labor, if not aided by the accoucheur. The time has come 
when women are demanding relief of pain during labor, and 
justly they should. Why should women suffer during labor 
without some attempt to relieve their pain? We do not permit 
our surgical patients to suffer after operations, on account of 
shock. Then we must not lose sight of the fact that pain during 
labor causes shock. 


Some may say that with all of our analgesia, anesthesia, asep- 
sis, etc., our maternal mortality is still very high. This is not 
due to the anesthestic agent but probably to its misuse. For 
example, undue traumatism while under the anesthetic from 
dilating the cervix, application of forceps or turning the child 
in-utero is probably one of the causes of the high mortality 
rather than the anesthetic. Before the use of anesthesia any 
of the above operations were undertaken as the last resort and 
with great care, realizing that the patient could not stand a great 
deal of manipulation. 

If we would look just one minute at our maternal. mortality, 
I am sure it would arouse a great interest on the part of all 
physicians doing obstetrics to find the cause and try to prevent 
it. 

My object tonight is to bring before the society the use of 
nitrous oxide-oxygen analgesia and anesthesia, hoping it will be 
the means of stimulating interest in lowering mortality. We 
can not hope to get an ideal anesthetic that will be suitable for 
all cases as the qualifications are many: 

1. The anesthetic should not have any ill effect either im- 
mediate or remotely on the mother or child. 

2. Should render true physical relief from suffering and 
applicable over a long period of time without any influence 
on the uterine contraction. 

Economical and simple in its use. 

Considering the above qualifications, nitrous oxide-oxygen is 
probably the most nearly adapted to the fulfillment of these 
qualifications. It is needless for me to say that before the ac- 
coucheur or the anesthetist uses nitrous oxide-oxygen analgesia 
or anesthesia he should be thoroughly grounded in the technic 
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of its administration. A little knowledge in the art and science 
of anesthesia is very dangerous. 

I will give you a few reasons why nitrous oxide and oxygen 
comes near being an ideal agent for the relief of pain in 
labor: It is inhaled like air. Is practically odorless. Almost 
instantaneous in its action on the patient. Is eliminated so 
quickly that the gas has left the body by the time the next pain 
is due. Can be used for every pain, so that at any time dur- 
ing labor when suffering occurs a greater dosage of analgesic 
can be instantly administered, or with less pain it can be re- 
duced at once. 


The flexibility of nitrous oxide-oxygen analgesia distinguishes 
it from Twilight Sleep, for when you once give morphin and 
hyosein it is impossible to stop its action, while with nitrous 
oxide-oxygen the minute you remove.the mask the patient rap- 
idly throws off the gas. (Inasmuch as it is an aqueous solution. ) 


Chloroform and ether are the closest approach to nitrous 
oxide-oxygen analgesia and anesthesia, but they are not elim- 
inated as quickly, therefore, after they have been administered 
for a period of three to five hours off and on, the patient gets 
more or less saturated and all traces of it will not disappear 
for many hours. We must not forget the effect of chloroform 
on the liver. It causes fatty degeneration and hemorrhagic 
tendencies and central necrosis of the liver lobules, also reduces 
the hemoglobin and pigment but it gradually returns to nor- 
mal in about one hundred hours. When given.over a period 
of time it also weakens uterine contractions and slows their 
onset, causing post-partum hemorrhages. 

Pituitrin in small doses has been recommended to offset this 
condition but it is not entirely satisfactory. Chloroform also 
causes an abrupt fall in the blood pressure (both pulse pressure 
and diastolic pressure as well). Ether is much safer than 
chloroform but produces many of the toxic and clinical symp- 
toms on both mother and child. 

There is no good reason for using such anesthetics when we 
have one that will not weaken the uterine contractions but will 
actually stimulate them and does not produce the pathological 
changes that chloroform and ether does. Hyoscin and morphin 
and nitrous oxide-oxygen combinations differ widely from chlor- 
oform although it is a mistake that nitrous oxide-oxygen will 
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increase the blood pressure. Nitrous oxide-oxygen does not in- 
terfere with the blood pressure for a period of two hours of 
continuous administration. After 2 hours it will lower the 
blood pressure, but as soon as it is discontinued the blood pres- 
sure rapidly returns to normal. 

H. C. Davis, of Milwaukee, has done a great deal of work 
in trying to place obstetrical analgesia and anesthesia on a 
scientific and clinical basis of safety and efficiency. He found 
that chloroform was probably the most dangerous, ether next 
and nitrous oxide-oxygen the least. 

Burges’s research has received clinical corroboration in the 
records of Morris H. Clark of Kansas City in the reduction in 
the incidence of icterus neonatorum in babies under nitrous 
oxide-oxygen analgesia and anesthesia. 

It is well known that patients with a low alkaline reserve 
stand operation poorly and may pass from anesthesia into coma 
and die. 

Doctors Crile and Lower of Cleveland feel nitrous oxide-oxy- 
gen analgesia and anesthesia is less likely to increase acidosis 
or shock than either chloroform or ether. The same is true dur- 
ing labor and operative obstetrics showing symptoms of shock or 
acidosis or exsanguinated by hemorrhage. They should be 
given the protection of nitrous oxide oxygen analgesia and 
anesthesia. 

Morphin is a great factor in making nitrous oxide and oxy- 
gen more efficient. In my maternity work I use 14 grain 
of morphin and repeat in 4 hours without any ill effect, but 
it must be given during the latter part of the first stage of 
labor or the first part of the second stage on account of its 
effect on the respiratory center of the baby when given just be- 
fore the baby is born. The reason that nitrous oxide and oxy- 
gen has grown in popularity in the last ten years is as follows: 

1. A short second stage of labor that is practically painless 
McKesson claims that it will shorten the second stage in primi- 
pare on an average of three hours). 2. Complete relaxation 
of the soft parts which minimize the danger of laceration. 
3. Absence of restlessness and rigidity in most cases. 4. The 
absence of exhaustion. 5. The rapid return to normal after 
analgesia. 6. Better babies. Any unhappy end results are 
usually the fault of unskilled use. 
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There are a few salient points that must be followed most 
rigidly to obtain the best results from nitrous oxide-oxygen 
analgesia. 


1. The patient should be assured that when the pain becomes 
severe it can be relieved; this tends to remove fear and lessen 
the possibility of hysteria; the fearful, neurotic or hysterical 
ean not be handled under intermittent analgesia, but a contin- 
uous analgesia must be administered. 


2. When first administered give enough nitrous oxide-oxy- 
gen to produce a deep analgesia or a light anesthesia. This 
will give the patient confidence in its ability to relieve pain. 
In primipare they sometimes feel that the analgesia is not 
helping them. You can let them have one or two pains without 
the analgesia and they will be more convinced of its ability 
to give relief, this will assure their co-operation. 


3. Determine the number of inhalations necessary to relieve 
pain without producing a light anesthesia and to increase it 
if necessary. 

4. The patient must start inhalations with the first sugges- 
tion of approaching pain so she will get enough nitrous oxide- 
oxygen to relieve the pain instead of breathing during uterine 
contraction. It: usually takes from 2 to 4 deep inhalations be- 
fore the patient gets enough to relieve the pain. It is essential 
to hold the last breath and utilize the pain. At first the patient 
may not see why you insist on starting early but if they wait 
until the pain starts and they do not get relief it will be self 
explanatory. The efficiency of nitrous oxide-oxygen is in ratio 
to the intelligence of tiie patient to a certain point. Self ad- 
ministration gives the child-bearing woman something to dis- 
tract her attention from herself and it is entirely safe and 
without danger of untoward accidents. I have used it for the 
past year with very satisfactory results. I will not go into 
the mechanism of the self-administering apparatus at this time. 
There must be a thorough understanding between the patient 
and accoucheur so she will do what she is told. I advise them 
what to do between the pains, that is whether to bear down or 
not depending on the condition of the perineum. We must not 
forget that we cannot tell much about the progress of labor by 
the patient’s complaint, therefore, it necessitates an occasional 
rectal éxamination. Some think that it will cause blue babies, 
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this has not been true in my experience. After a rather pro- 
longed nitrous oxide anesthetic it is wise to let the mother take 
15 to 20 inhalations of oxygen before the cord stops pulsating. 


CONCLUSION. 
1. ‘Nitrous oxide analgesia is an almost ideal anesthetic 
agent in obstetrics. Specific for pain in most cases and shortens 
duration of labor. 


2. Nitrous oxide and oxygen anesthesia is an ideal anes- 
thetic for operative obstetrics—if you have a competent anes- 
thetist to administer it, other than the rare exceptions, as certain 
heart lesions, ete. 


3. Ether is the next best analgesic and anesthetic and a safer 
anesthetic in an inexperienced hand. 


4. Chloroform and Twilight Sleep should not be used. 


DISCUSSION. 


Dr. A. M. Caine: Dr. Sellers mentioned getting complete relaxa- 
tion of the soft parts under nitrous oxide. It does not relax except 
under deep anesthesia, and, under the same conditions, it does 
stop pains. After this period of general anesthesia the patient 
comes out and the pains are stronger than ever. The self adminis- 
tration of analgesia is easy in normal cases. It is not difficult to get 
analgesia but one must have perfect co-operation of the patient. 


I have in mind a patient aged 35, primipara, where I had com- 
plete intermittent analgesia for a period lasting four hours and 
this was due entirely to the perfect co-operation of the patient. To 
my mind ether does not compare with nitrous oxide, as regards 
the safety of the mother and infant. There is really no danger 
as the patient is told when to start and when to stop the inhalation. 
She takes two or three breaths and is off. Ether affects the infant 
as well as the mother. In nitrous oxide the baby gets very little 
because of the rapid elimination of the drug, due to the fact that 
there is little intermingling of bloods, while the gas is at its height 
in mother’s circulation because at that time the uterus is firmly 
eontracted, whereas in ether elimination is slow and infant is fre- 
quently influenced. 


Dr. F. W. Parham recalled a meeting of the Parish Medical So- 
ciety some years ago which was held then on Saturday night. The 
subject of discussion was a paper of Dr. Miles on the comparative 
safety of chloroform and ether as an anesthetic. A leading surgeon 
of the city remarked in the discussion he did not see any use wor- 
rying so about the danger of chloroform as Dr. Hunter McGuire 
had reported that in 40,000 cases of chlcroform anesthesia not a 
single death had occurred. On Monday morning following Dr. Par- 
ham walked into the amphitheatre of the Charity Hospital and saw 
this gentleman endeavoring to resuscitate a patient on the table 
from chloroform anesthesia, in which attempt he failed. This 
shows the uncertainty of such statistics. Dr. Parham said he 
saw four cases die in one winter from chloroform, some of them 
dying before the operator reached the operating table from the 
wash room. When chloroform kills it kills so rapidly that nothing 
can be done and that is the trouble also with nitrous oxide gas, but 
Dr. Parham believed that with the self administration apparatus 
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there is not so great danger of overdose and of death by asphyxia 
which leads in some cases to a ventricular fibrillation producing 
instantaneous death. 


Dr. Baldwin, of Columbus, Ohio, says that nitrous oxide-ether 
has been practically eliminated on account of the great danger. 
Chloroform is the most comfortable, but is really the most danger- 
ous and we never know when danger may occur. 

Then again the remote danger of chloroform is very serious be- 
eause sometimes liver necrosis results. 


Dr. Alphonse Guerin spoke some years ago about holding the 
nostrils so that the vapor should not pass through the nasal pass- 
ages and some one else suggested cocainizing of the nares in order 
to prevent the reflex inhibition of the heart by the chloroform pass- 
ing over the termination of the nasal nerves. 


In reply to Dr. Halsey concerning what Dr. Halsey said about 
the small dose being so dangerous, Dr. Parham remarked that he 
didn’t consider the small dose the source of danger, but the begin- 
ning dose. 


Dr. Halsey: I think the experimental observations and clinical 
deductions of Levy show it is the small dose of chloroform, not 
the large one which is the most harmful to the heart. In animals 
he has been able to show that small doses of chloroform so affect 
the ventricular muscle that it can be readily caused to fibrillate. He 
and many others have reported many cases of death under light 
chloroform anesthesia which bring strong clinical corroboration of 
his experimental observations and the deductions therefrom. Now 
in obstetrics chloroform is usually used in very small amounts, i. e., 
in just the dosage which, if Levy’s views are correct, is the most 
dangerous. 

Dr. E. A. Ficklen: I have listened with keen interest to Dr. Sell- 
ers’ paper, and regret that he has not demonstrated the apparatus 
tonight. It is generally recognized that the administration of nitrous 
oxide during labor is almost an ideal method of abolishing pain. 
However, I do not think that self administration will be efficient 
in all cases. The factor of the patient’s personality must be taken 
into consideration. If possible, the presence of an anesthetist is 
certainly to be desired, in order that anesthesia may be induced 
and prolonged if the application of forceps or other painful manip- 
ulations become necessary, or if the patient is so restless and agi- 
tated that self administration is impossible. 

While chloroform has well known dangers, I do not think it 
should be utterly condemned. Fortunately, as Dr. Gwathmey 
pointed out, the dangers are less in a warm climate. It has been 
a boon to many mothers. I am familiar with the fatal results 
that have caused its virtual abandonment in the Charity Hospital 
but I still believe that its use with proper precautions will save 
a great deal of suffering, without disproportionate hazard. 

Icterus neonatorum frequently occurs in babies when no anes- 
thetic has been given. The condition is usually so trivial that 
no attention need be paid to it. 

Dr. Sellers (in closing): In answer to Dr. Ficklen’s statement 
I think it almost impracticable, according to my experience, to 
have a trained anesthetist to administer chloroform or ether over 
a long period of time for normal obstetrical cases, and for this 
reason the self administering nitrous oxide and oxygen apparatus 
eame into popular use by many. 

As to the cost of nitrous oxide and oxygen it is very small, 
only about $2.50 in the average case of labor. I find that very 
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few patients will not co-operate with the physician in the use of 
nitrous oxide and oxygen, if they are handled properly. It is es- 
sential to start administering it during the latter part of the first 
stage or the first part of the second stage of labor. 


Dr. McKesson reports 2,400 cases of nitrous oxide-oxygen anal- 
gesia with very satisfactory results, therefore, he considers it an 
ideal analgesic agent to be used in obstetrics also a good anesthetic 
in abnormal and operative obstetrics. 

In answer to Dr. King’s question we must not consider only 
the immediate danger of chloroform, which is great in proportion 
to other analgesic agents, but the remote danger as well. Example: 
post-partum hemorrhage, post eclampsia, especially when given 
over a long period of time and by an inexperienced assistant. I 
have not had a great deal of experience in the use of chloroform 
myself, but both the laboratory men and clinicians who have used 
it a great deal more than most of us, condemn its use. I agree 
with Doctors Parham and Halsey in the dangers of the use of 
chloroform. 


In closing I wish to thank the membership for the liberal dis- 
cussion of my paper. 





CHILD WELFARE.* 


By DR. RENA M. CRAWFORD. 


One of the greatest lessons of the World War was the reali- 
zation of the importance of the preservation and conservation 
of human life, particularly at its beginning. This realization 
has brought forth greater results in the European countries than 
in the United States. Doctor Josephine Baker says, ‘‘In Europe, 
notably in England, they are celebrating what is practically a 
renaissance of the child. England, even in the midst of war, 
found it possible to put into effect a nation-wide plan for ma- 
ternity and infant welfare which represents the most advanced 
action that has been taken by any nation. In France, where the 
birth rate has been decreasing and where for many years the 
number of deaths has been in excess of the births, the child 
has assumed an importance as a national asset that has hither- 
to been unknown. Measures for the protection of mothers and 
children are of the first and most vital importance in France 
today.’’ 


In Belgium great strides are being made in the care of their 
infants. Before the War there were only 60 baby clinics in the 
country today there are over 700. 

In New Zealand most efficient child welfare work is done. 
The whole island is divided into districts and each district has 


*Read before the Orleans Parish Medical Society, May 23rd, 1921. 
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its public health nurse. Every expectant mother may receive 
instructions in how to care for herself and to prepare for her 
baby. Every mother may be taught how to feed that 
baby. Since 1905 New Zealand’s infant death rate from gas- 
tro-intestinal diseases has been cut one-fifth, the rate in respira- 
tory diseases has been cut in half, and it has made a beginning 
in the reduction of the mortality from early infancy. It now 
has an infant death rate of 45. 


In the United States, we are just awakening to our opportun- 
ities, it remains to be seen whether we shall make this vision 
a reality. The country, as a whole, is not being looked after, 
but excellent child welfare work is being done in certain cities, 
New York, Baltimore, Washington and others. New York has 
succeeded in reducing her infant mortality from 111.6 per 1000 
in 1911 to 82 in 1919. 


Britain is doing the best and biggest piece of work in Child 
Welfare today. It was my privilege to be in that country, 


and to work in some of the clinics during the beginning of 
the Child Welfare Campaign, and to watch the rapid growth 
of the movement. In only a few months the whole of Britain 
was aroused to a need of the work, and every town was organiz- 
ing prenatal, natal and post-natal clinics, and sending out 
health visitors. When the English were taught that statistics 
proved it was ‘‘more dangerous to be a baby in England than 
to be a soldier in the trenches’’, they began to alter the causes 
that made such statistics possible. Politicians and public officials 
became interested in public health when they were seeking men 
physically fit to send to the front, and found a startlingly large 
number of men graded in the C3 class instead of the A1 class. 
They realized that if England was to retain her rank as one of 
the greatest nations on the globe, she must have more men in the 
Al rank, as Lloyd George expressed it, ‘‘We cannot have an 
Al nation with a C3 population.’’ It became easy at that time 
to get laws regarding the health of the child and to get finan- 
eial aid from the government. 


England’s efforts to look after the health of her children 
during the war resulted in reducing her infant mortality rate 
to the lowest figure in her history. The chief methods she 
employed to lower her infant mortality were: 1. Compulsory 
notification of births.within thirty-six hours. 2. Aid from the 
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eentral government to the various local government boards. (The 
eentral government gave 50% of the amount raised by any local 
board to be used for approved infant and maternity work.) 
3. Publication by the government of a fixed plan for welfare 
work, including antenatal, natal and post-natal clinies. 4. Great 
increase of health visitors. 5. Great increase of welfare cen- 
ters. 


The Child Welfare organization of New Orleans is still 
young, but it has passed through its early infancy and is in 
the growing age. The growing thing needs sustenance to main- 
tain its physical being and an added amount to keep up its 
growth. At present, the organization has just about sufficient 
funds to maintain it at its present status and very little to 
be used for its further development. It has demonstrated its 
right to live but because of funds have been low its work has 
been done over so small an area of the city that very few konw 
what it has accomplished. 

Before telling of how it has worked, I should like to quote 
the following figures. In New Orleans for the ten years before 
1919, out of every 100 deaths reported in the city 20 to 25 of 
them were of babies under one year of age. The percentage 
was never less than 20 or more than 25. In 1919, the percent- 
age of infant deaths fell from 20 or 25 to 14.8%. That was the 
first year of the Child Welfare had even a relatively sufficient 
number of nurses in the field. It had that year about thirty. 
They were placed in the districts that were poorest and most 
unsanitary. In the year 1919, New Orleans lost ten out of 
every one hundred babies born, but in the districts where the 
Child Welfare had its nurses, she lost between 3 and 4 out 
of every 100. 

The aim of the organization is not to treat the sick child 
but to keep the well child well. There are enough doctors and 
free clinics to care for the sick child, but the important work 
of teaching the mothers how to care for their healthy babies 
is undone except as it is done by the nurses who go into their 
homes and the doctors who see them in the clinics when the 
nurses send them in. 

The Association has a few outstanding striking cases it can 
point to with pride, such as cases of congenital hip displace- 
ment, or congenital syphilis or opthalmia neonatorium that 
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would have remained untreated had not some member of the 
staff found them and sent them to the proper doctor or clinic 
for treatment. But the bulk of the work done is not of that 
‘‘showy’’ type, it can not be pointed out or measured by gage 
of finger and thumb. But the nurse, who works month after 
month in the same district and the doctor who sees the same 
children week aftgr week, developing normally with their 
mothers properly caring for them, they know the work the wel- 
fare is doing, and the individual mothers know when they see 
their babies gaining each week, and passing through the dreaded 
second summers without the expected diarrhoeas. 

The greatest work of the Association is teaching the mothers 
how to keep their well babies well. The nurses of the different 
districts are notified of all the births in their districts, and the 
mother of each new born child is visited. The nurse tells her 
how to care for the child’s eyes, how to bathe and dress it, and 
tells her the importance of keeping it on the breast, of feeding 
at regular hours. The mother is invited to take the child to a 
clinie when it is three or four weeks old. There it is undressed 
from top to toe and given a thorough examination by the doctor 
in charge and if the child is normal, the mother is told how to 
feed it and care for it, but if any remedial defects are found, 
she is told where to take the child to have the defect corrected. 
She is referred to family physician if she has one, or to one of 
the hospital clinies if she is unable to pay a physician. The 
child is then brought back each week and weighed, and the 
mother is instructed how to feed the child through the time 
of weaning and until it is six years old. To understand what 
the Welfare is doing, it would be necessary to see the number 
of normal, happy, .healthy children who come to these clinics 
each week. If the Child Welfare work of the city were properly 
done, there would be no children in the first year of school 
with remedial defects. 

Any Child Welfare organization that fails to look after the 
mother and to give antenatal care is very shortsighted and will 
always be inefficient. The New Orleans Association has had the 
maternity work for eighteen months. The details of this work 
could be given so much better by some one who has worked in 
this clinie than by me that I shall not discuss that subject. The 
need for better maternity work is forced upon our attention 
when we read with shame in the statistics published by the 
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United States Department of Labor, Children’s Bureau, that 
the United States ranks seventeenth, respecting maternal mor- 
tality, in a list of seventeen countries. A work is being done in 
New Orleans that we feel pride in by the Lying-in Hospital 
Society. Those who do much work in the Children’s Clinics are 
seeing the results of the work done by this Society. The ma- 
jority of the children seen in Child Welfare Clinics are those 
of mothers who have been delivered by midwives. 

The children whose mothers have been eared for by this Ly- 
ing-in Hospital or by the Child Welfare Association are gen- 
erally healthier than the others because they have had a fair 
start in life and have been fed at regular hours. But I know 
too little of the details of the work done by this organization 
to discuss it, I only see some of the results of its work. 


DISCUSSION. 


Dr. L. A. Ledoux: My work with the Maternity Staff allows me 
to add briefly to Dr. Crawford’s paper. The Child Welfare has 
several Maternity Clinics. One in each of four districts, at which 
weekly conferences are held. The districts in which these clinics 
are located are fully. covered by maternity and field nurses. 


Prospective mothers are visited by these nurses and the service 
of physicians and nurse offered for pre-natal, natal and post-natal 
eare. Cases are graded according to their weekly or monthly 
earnings. Mothers visit the clinics, are registered, examined and 
all necessary laboratory work is included. These cases are con- 
tinually under observation and are carried to term. After delivery 
they receive post-natal care from physician and nurse until case 
is concluded. Six weeks later the patient returns to the clinic 
for final examination, etc. 


Surely this compares more than favorably with the work of 
the midwives, it provides adequate care to those who cannot pay 
the usual obstetrical fee, and finally aids in educating women to the 
value of medical attendance at their delivery. 


Dr. R. C. Voss: I would like to answer Dr. Callan about the 
statistics at Charity Hospital: It is a well known fact that many 
patients go to Charity Hospital to. die. Also that many doctors 
send patients to that hospital to die, so that the hospital gets the 
credit for the deaths. Again, doctors are often called to see pa- 
tients at the last minute and although they may be skilled physi- 
cians, they can’t do much because the patients have not had the 
benefit of the pre-natal care. If the patient dies, who signs the 
death certificate? The doctor does, hence he gets the credit for 
the death on the Board of Health Certificates. 


Dr. A. C. King: I agree with Dr. Maud Loeber when she states 
that the midwife should be eliminated. These women as a rule 
produce abortions, indiscriminately, and lie about it and are pro- 
tected by the patient. They pretend to examine the urine and 
tell the doctor that everything is all right. They also step over 
into the domain of surgery and do circumcision. 

If the Child Welfare would get busy and accumulate statistics 
on the number of cases of blindness and the frequency of sepsis, 


due to lack of proper preventive measures a great favor would be 
done the profession. 
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Dr. Jno. F. Dicks: I think that we are hiding too much behind 
the skirts of the midwife. I believe that the chief cause of the 
unsatisfactory work done by physicians is due to the fact that the 
obstetrician is u paid. When one realizes that he is required 
to examine the patient, make frequent urinalysis and blood pres- 
sure observations and be present sometimes for hours at the .actual 
delivery and attend the patient for days afterwards, we must agree 
that the obstetrician is underpaid in comparison to other lines of 
surgical work. I believe that the average physician in New Orleans 
gets not more than $25 for an obstetrical case. The high mortality 
that Dr. Crawford speaks of is not due to the midwife entirely, but 
the lack of care and interest on the part of the physician plays an 
important role. I am under the impression that statistics will show 
that the midwife has the best record. 

To be seventeenth in a list of seventeen enlightened nations of 
the world is not a record of which this nation should be proud. 

Dr. T. B. Sellers: I think Dr. Dicks is correct in part, but he 
must not lose sight of the fact that many of the physicians who are 
doing obstetrical work get very good fees, but are using it as a side 
issue to make money. Many times they go to their cases unprepared 
to meet the emergency of abnormal cases and this explains many of 
the accidents and complications, both to mother and child. 

Dr. King referred to the Child’s Welfare as something apart from 
the medical society or profession. We must consider it our Child’s 
Welfare and every doctor should be vitally interested in its work 
as well as the public. 

Dr. Rena Crawford (in closing): The work of the nurse is to 
get the history, such as the number of children, number of mis- 
carriages, wages of the father, etc. The physician sees the child, 
—e necessary examinations and gives such instructions as is 
needed. 


The Child Welfare Clinics are in the poorer districts hence 
every child is visited and mothérs invited to bring their children to 
the clinics. With reference to the “sick child” the mother is advised 
to call in the family physician if she has one, or to take the ehild 
to the hospital. Sir Leslie McKenzie, I believe, said that the smaller 
the room the greater infant mortality. 

I agree with Dr. King in saying that the Child Welfare should 
collect statistics on the cases of blindness, etc. 





HYPERTROPHIED ANAL PAPILLAE.* 


By DR. A. G. HEATH, Shreveport, La. 


In presenting this paper on hypertrophied anal papille I 
‘am doing so with the view of bringing before the society a 
condition which is practically never recognized by the general 
practitioner, and usually overlooked by the general surgeon, 
who ineludes rectal surgery as an incident in his practice. It 
is one of the many minor conditions which originate in the anal 
canal, which, while never causing such serious symptoms as to 
endanger health or life, or causing such severe suffering as to 
incapacitate the patient from his daily occupation, nevertheless, 


*Read before the Fourth District Medical Society. 
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is of no small interest to the medical practitioner because of 
the amount of discomfort it causes. This may amount only to 
a feeling of uneasiness, but the hypertrophéd anal papilla is 
often responsible for symptoms ridiculously out of proportion 
to the size and severity of the lesion. Many irregular practi- 
tioners, who hold themselves out as ‘‘rectal specialists’, have 
made great capital out of the anal papille and have attributed 
to them the causation of nearly every disease that is found to 
exist in the human body. As a result, many of the profession 
have gone to the other extreme, and have completely ignored the 
existence of what has been proved to be definite diseased con- 
ditions of definite anatomical entities. 


When a patient complaining of indefinite rectal or anal 
symptoms consults his physician, too often he is dismissed with 
some proprietary ointment, without any effort being made to 
locate the cause of the trouble. The special study of the rec- 
tum, with its allied organs, the anus and sigmoid, has brought to 
view many interesting conditions which have been overlooked 
in the past, and it is with the view of clearing up some of the 
obscure and indefinable symptoms which originate in the re- 


gion of the anus, that I present this paper on the hypertrophied 
anal papille. 


It is the anal canal, where most of the pathological conditions 
which cause pain and suffering, and reflexes without number, 
originate. Nature has been unusually lavish in her sensory 
nerve supply to these organs, and lesions in this region pro- 
duce referred disturbances in many other and remote organs. 
When one considers that the anal canal measures from two- 
thirds to an inch and a quarter in length and its circumference 
about one and one-quarter inches in the contracted condition, 
one can see that it is not a large area to examine and study, 
and diseased conditions in this region should not be difficult 
to discover, diagnose and render the proper treatment. 


The anus is peculiarly susceptible to injury and disease. 
First because its lining membrane, being neither skin with its 
tough resisting power nor mucous membrane with its generous 
vascular supply, but a sort of transitional tissue, is easily in- 
jured. Secondly any lesion occurring in this region has a small 
chance of recovery because of its meager blood supply, and its 
constantly changing position, and because of trauma and infec- 
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tion from the contents of the bowel which are constantly passing 
over it. 


In order to understand more intelligently the condition un- 
der discussion in this paper, it might be well to say a few words 
about the normal anatomy. of the anal papilla. These occur 
as an irregular line of small saw tooth-like projections en- 
cireling the point of juncture of the anus with the rectum, 
sometimes called the linea denta. These papille vary in number 
from five to twelve, are usually situated at the edges of the 
semilunar anal valves which guard the erypts of Morgagni. 

I consider these papilla the normal tactile organs of the rec- 
tum and endowed with a special rectal sense. They have an 
abundant nerve supply, which accounts for many reflex disturb- 
ances, which originate when they are diseased. 


Symptoms: These papille, being situated on the edges of 
the semilunar valves, are pushed and dragged downward during 
the passage of feces, which are more firm and harsh than nor- 
mal. At each bowel movement there is a further pull and drag 
en the papilla, which is gradually hypertrophied. 

After it has become sufficiently hypertrophied it will not re- 
tract at once after a bowel movement, but will remain in the 
grasp of the external sphincter, causing the sphincter to con- 
tract. This contraction gradually becomes: more tonic, and 
eventually we have what has been called the ‘‘tight contracted 
sphineter’’. This gives rise to one of the most characteristic 
symptoms of hypertrophied papille—that of an unsatisfied feel- 
ing after a stool—a feeling as if some particle of fecal matter 
was still in the grasp of the sphincter and could not be expelled, 
also a feeling of irritation and uneasiness, short of itching. As 
one patient described it to me, ‘‘It felt like the bite of some 
small animal’’, and he was sure that he had a tape worm, be- 
cause he ‘‘eould feel it nibbling at the anus’’. Another one 
stated that it felt like a burr held in the grasp of the sphincter. 

This feeling can be immediately relieved by the insertion of 
the lubricated finger and pushing up and replacing the en- 
larged papille which will be found in the grasp of the external 
sphincter. If they are left to themselves, it will often take from 
fifteen minutes to one hour and a half for them to gradually 
retract, when the symptoms will entirely disappear. They cause 
spasm of the sphincter, and the constantly repeated spasms 
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bring on a hypertrophy of the circular muscular fibers forming 
the sphincter muscles and the hypertrophied sphincter is the 
so called ‘‘tight sphincter’. Another symptom which the 
hypertrophied papille cause is the so-called neuralgia of the 
rectum, being transferred and transmitted pains from the pres- 
sure on the nerve endings of the papille. One of the most 
common symptoms, however, for which they are responsible is 
pruritus ani. I do not wish to be understood as saying that 
they are the commonest cause of pruritus ani, because the 
causes are legion, but they are a common and frequently over- 
looked cause. Pain is not a constant symptom, but. when pres 
ent it is of a dull, dragging character. 


Localized pain in the rectum is more often absent in diseased 
eonditions of the rectum than elsewhere, for many diseased 
conditions of the rectal cavity may progress to an astonishing 
degree without causing any local pain on account of the lack 
of sensory innervation of this region. Pain, however, referred 
to other portions of the body, such as the sacrum, uterus, va- 
gina, bladder, urethra, penis, prostate gland, scrotum, or down 
the sciatic nerves, or up into the inguinal region, is frequently 
caused, by pathological conditions in the rectum, which cause 
no local pain whatever. 


Examination and Diagnosis: In making a digital examina- 
tion, unless one is rather expert, these papille are not always 
evident to the touch, but are apt to be overlooked unless an 
ocular inspection is made. When diseased, these papille may 
vary in size from a quarter of an inch in length, by the same 
breadth at the base to an inch and a half in the longest diame- 
ter. They are composed largely of an overgrowth of normal 
tissue. By everting the anus, the tips, and often all of the 
papilla themselves, can be brought into view. They are of a 
pinkish color, slightly paler than the normal mucous membrane 
of the rectum. 


A distinguishing point between hypertrophied papille and 
polypi is the fact that the papilla is always wider at its base 
than the apex, while the polypus is always larger than the 
pedicle by which it is attached. The polypus is usually round- 
ed or oval in shape, while the papilla is more or less triangular, 
or ribbon-shaped. Enlarged papille have been incorrectly des- 
ignated as connective-tissue piles. They never show the char- 
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acteristic varicose appearance of the internal hemorrhoid and 
are attached at the ano-rectal line.’ Containing some erectile 
tissue, on examination through the anoscope they will often be 
seen to stand out at right angles from the mucous membrane, 
giving the anal canal at this point a fringed appearance. Many 
a surgeon when he can discover no pathological lesion but 
finds a tight sphincter, overlooks what he may call “‘little tags 
of the mucous membrane.’’ These are very frequently the 
cause of the tight sphincter, for let it be said here that no 
sphineter is abnormally tight unless there is some pathological 
lesion causing it, and a simple divulsion of the sphincter will 
not relieve the symptoms, as many a surgeon and patient have 
found to their chagrin and disappointment. 

Treatment: The treatment of this condition is always surgi- 
eal. The papille, either one or more, can be removed under 
local anesthesia unless the patient is an exceedingly sensitive in- 
dividual, or has a funnel-shaped anus which makes the approach 
difficult. The removal of the papille is accomplished in the 
following manner: The anoscope, or fenestrated speculum, is 
inserted, with the opening directed toward the lowest papilla 
to be removed. A little carbolic acid on the end of a probe is 
placed where the needle is to be inserted ; this both sterilizes and 
anesthetizes the area. The papilla is injected at its base with 14 
per cent solution of apothesin, eucain, novocain or 4 per cent. 
solution of cocain, and distended to whiteness. After waiting 
five minutes, the papilla is removed as close to its base as pos- 
sible by any of the following procedures, the snare, the clamp, 
the clamp and cautery, and the ligature. It is never necessary 
to anesthetize the sphincter, and oftentimes the anoscope or 
speculum is not required. By eversion of the anus, the papilla 
may be brought into view, anesthetized and removed while thus 
exposed. 

After the removal of the papilla by either method chosen, it 
is good practice to introduce a suppository containing some 
analgesic, for the patient nearly always suffers more or less 
pain, and by using the suppository you will probably not have 
to give a hypodermic of morphin. I have used the following 
which has practically taken the place of morphin in these 
cases: a suppository contains five grains of chloretone, three 
grains of thymol iodide, and five ‘grains of quinin and urea 
hydrochloride. No dressing is required, the hemorrhage, which 
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is slight, soon ceases, but it is always best to employ a pad and 
T binder to catch the drainage. 

The patient is kept quiet for the first twenty-four hours and 
then allowed to get up and go about. The bowels are not 
allowed to move for two or three days at least. In the mean- 
time he is kept on liquid diet, and the administration of white 
petroleum oil is started on the evening of the second day, so 
that the first stool will be soft and unirritating. !+t is advisable 
on the evening before a stool is desired to administer a good 
teaspoonful of compound licorice powder, and the first thing 
the following morning, to inject through a small rubber cathe- 
ter six or eight ounces of olive oil or the same amount of soap 
suds and water into the rectum to insure a soft and easy bowel 
movement. The after care consists in keeping the rectum 
clean by washing it out twice daily with normal saline solu- 
tion and touching the raw surfaces every third day with a five 
per cent solution of silver nitrate, and the bowel movements 
soft. 

We often find associated with hypertrophied anal papille 
eryptitis, fissure in ano, proctitis or simple congestion of the 
anus, fistula, polypus and hemorrhoids. 

The question that suggests itself to us is, what symptoms 
should call attention to the rectum? It has been estimated 
that one patient out of every seven is suffering from some dis- 
ease, the relief of which would be assisted, or entirely accom- 
plished, by the treatment of pathological conditions discovered 
only upon rectal examination. Many patients consult a physi- 
cian, whose localized pain, swelling, hemorrhage, discharge, 
tenderness, irritation, or other symptoms call attention at once 
to the ano-rectal region. Many other symptoms, however, of 
a more general character, such as disturbances of digestion, 
menstruation, and the functions of the urinary organs, as well 
as headache, backache, sciatica, joint pains, anemia, and some- 
times even asthma and acne vulgaris, are more remote evi- 
dences of diseases originating within the confines of the lower 
bowel. 





PREVENTABLE VOCATIONAL EYE INJURIES. 
By WILLIAM BEVERLY WHITE, M. D., Shreveport, La. 
When the ‘‘Safety First’* was adopted, various organizations, 
and men individually in the various trades, almost to a man 
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rose up against it. Later as compensation became more in 
vogue, various of the -largest manufacturing establishments 
under advisement instituted certain means of protection to 
workmen. Today we have many examples of the various -pre- 
cautionary methods, and accidents of all kinds have been less- 
ened, the frequency of eye injuries among the trades to vary 
from 5 to 10, while among the other walks of life, find about 
1 to 1000. 

Some authorities claim that 50% of the serious cases require 
enucleation. These few figures will but impress on us the 
imperativeness of giving these conditions utmost consideration. 

The need for definite requirements to protect the eyes of 
industrial workers is well illustrated by the fact that in 1918 
there occurred in one of our large Eastern States 705 industrial 
accidents resulting in loss of one or both eyes. Quoting from 
the Bureau of Standards, the Pennsylvania Railroad has an ac- 
tive Safety Department and furnishes goggles to shopworkers 
and locomotive drivers, yet in the year 1918, 4.6 per cent of the 
injuries reported on Eastern lines were eye injuries, which in- 
variably were the result of men failing to wear protectors. It 
is evident that shop superintendents should give the subject 
more attention, and if necessary use legal measures. 


It is interesting to note that of the superficial wounds to the 
eye, such as foreign body on the conjunctiva or cornea, 95% 
of the conditions are in the metal industry; that 75% of the 
foreign bodies that penetrate the vitreous are particles of iron 
and steel. 


We as physicians are interested in that which will necessarily 
diminish the number of this sort of injuries. In the present 
day of Industrial Medicine, the large factories have less acci- 
dents than formerly, as the Medical Officer in charge has for- 
warded suggestions to the Management as to certain protective 
measures, which not only safeguard the workmen but also the 
Management. 


When this ‘‘Safety First’’ code was first adopted, the work- 
men for whose interest this propaganda was promulgated were 
the first to resist the same strenuously, in many cases openly 
defying the management; and in the present day one of the 
largest unions in membership has one stipulation—‘‘that there 
shall be no physical examination of workers.’’ Analysis of 
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which would mean that if a workman had, for instance, defec- 
tive vision, and has a resulting injury to one of his eyes, his 
compensation would be guided by the final result, as we had 
no record of the previous existing condition. This is a twin- 
edged sword which works injustice to both sides of the con- 
troversy. How much better it would have been for our pa- 
tient if his defect had been discovered, then put to work at a 
less hazardous position. 

One corporation reports a reduction of 80% of injuries, an- 
other states it was only necessary to enucleate three eyes in 
27 months in nine plants of his company, and in but one of 
these three did the employee have his goggles on when the acci- 
dent occurred. 


Many of the large corporations maintain their own medical 
attendants, and in order to teach the men the seriousness of 
neglecting these apparent injuries, have an established ruling 
if another workman should remove a foreign body from the 
eye of a fellow worker, both are immediately discharged. While 
on the surface this may appear like an unyielding point sta- 
tistics prove since enforcement of this rule there have been 
less serious conditions following the improved modus operandi. 

The Bureau of Standards has very recently published data 
under the heading of ‘‘Natural Safety Code for the Protec- 
tion of the Head and Eyes of Industrial Workers’’, dividing 
the various processes into nine headings, each of which. requires 
a particular type of protectors—which may include goggles, 
masks, helmets, hoods and shields’ The various groups are as 
follows : 

TYPE A—Protection from relatively large flying objects, 
such as chipping, calking and riveting. 

TYPE B—Protection from dust and small flying particles, 
as grinding metals, and some woodworking operations. 

TYPE C—Protection from dust and wind, as locomotive 
driving, automobile driving and electric spot and butt welding. 

TYPE D—Where protection from splashing metals is re- 
quired, as babbitting, pouring hot metals. 

TYPE E—From gases, fumes and liquids, such as handling 
acids and caustics. 

TYPE F—Protection from excessive amount of dust and 
small flying particles, as sand-blasting. 
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TYPE G—Reflected light or glare, as snow covered ground, 
reflected sunlight. 


TYPE H—Protection from injurious radiant energy with a 
large reduction in intensity of the visible radiant energy ‘re- 
quired, as electric are welding. 


By the judicious application of the underlying principle of 
the above mentioned code, the number of eye accidents will be 
reduced to minimum. The responsibility as to whether this is 
enforced is to a certain extent with the general practitioner. 
In the majority of instances physicians do liability work for 
Insurance Concerns, and some of the cases are referred to the 
oculist, if treatment is needed. This suggestion may appear like 
locking the barn after the horse is stolen; nevertheless if one 
of us when cases come, will impress on the patients when under 
our supervision the necessity of wearing protection for the 
eyes, the continual ding-dong of this-advice will finally make 
an impression. 


It is a foregone conclusion that the artisan will complain, 
saying the glasses become dirty, dull, or impair his vision so 


as to interfere with his work, or the perspiration causes his 
glasses to ‘‘steam’’—especially is it so if he works around a 
fire. It is well known that continual wearing of goggles may 
produce hyperemia of the conjunctiva, which upon becom- 
ing chronic will lead to a catarrhal condition. The frame may 
be ill-fitting, perhaps due to the rough handling of putting on 
and removing of glasses. Complain of headache or weight of 
frame on nose. You all have no doubt had many other ex- 
cuses for laxity in the artisan wearing protection, but all these 
excuses advanced by the artisan are insignificant and pass the 
pall of comparison and should not cause us to relax the prophy- 
lactic measures at hand. 


The writer is familiar with some suggestions which were 
forwarded to the Surgeon General’s Office from the Medical 
Research Laboratory, which was connected with the Aviation 
Section of the U.S. Army. Col. Wilmer, of Washington, D. C., 
the noted ophthalmologist, was in charge and was instrumental 
in bringing about changes in the goggles worn by Aviators, 
which have reached such a high point of proficiency. Early in 
the war, goggles were made of plain or colored glass and weak 
frames, which afforded but little protection in case of an acci- 
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dent. In several cases these were the direct cause of serious 
eye injuries following some slight mishap to the plane. The 
present goggles are made usually in the various tinges of_yellow, 
and are so constructed that a direct blow on the glass may 
cause same to crack into a large number of pieces, but the chance 
of having glass driven into the eyeball itself is considerably 
lessened by the more recent process of manufacture. 

There are no doubt a number of eyes lost daily through the 
lack of wearing glasses; 98% of the same would have been pre- 
ventable if the parties concerned had been wearing glasss. 
Yet how often does it happen that a mother consults an oculist 
as to child’s eye, and if informed it will be necessary to wear 
glasses, she assumes a dejected frame of mind; little does she 
imagine that this may be a blessing disguised. 


By reviewing the character of vocations heretofore. mentioned, 
it is not difficult to convince us that the vast majority of voca- 
tional accidents can be reduced to a minimum by protective meas- 
sures that we have at hand. The ‘‘Safety Code’’ enumerates the 
various vocations into nine groups with suggestions for the pro- 
per protection of head and eyes of the worker. The employer fur- 


nishes the protectors, the proper care and use of same to be 
mandatory of the employee. It is beyond the boundaries of 
this brief paper to discuss the treatment of wounds to the 
eye, suffice to say that no matter how trivial the condition, the 
most expedient thing to do is consult an oculist. 

As previously remarked, the workmen are aware of the nec- 
essary protection for their heads and eyes in various vocations, 
but are continually advancing excuses, as some slight inconven- 
ience attached to their use for not wearing the same. When a 
law is passed making it obligatory of the employee and the em- 
ployer that these precautions be used at all times in the neces 
sary trades, we will have a decided reduction in eye injuries 
and resulting blindness. 
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PROCEEDINGS OF THE STAFF OF TOURO 
INFIRMARY. 


MEETING OF MAY 11, 1921. 


Dr. I. A. Wei: This is the first case in Louisiana of this sub- 
cutaneous form of rhinoplasty, as far as we know, and the 
first one done in the Gulf States. It is rather a new operation 
The operation was probably done first by Rowe of Rochester 
and taken up and systematized by Joseph of Berlin, Cohen of 
Baltimore and others who are doing this operation rather ex- 
tensively now. The results are, as a rule, satisfactory. The 
purpose is to correct nasal deformities so as to make patients 
whose noses are very much deformed presentable by bringing 
back to normal type of nose. (Patient shown.) This patient 
came to me first on account of a very marked nasal occlusion, 
and not for correction of the external deformity. On examina- 
tion, he was found to have a marked lateral deflection of the 
nose. The nose was bent to the left with a hump on the dorsum 
and, in addition to a lateral deflected nose, there was marked 
lateral deflection of the septum and, in order to give relief 
from obstruction, a preliminary sub-mucous resection was done. 
Rhinoplasty was done later. 

The technique is very simple. The purpose is to correct na- 
sal deformities without making any incision in the skin. In- 
cision is made in the nasal vestibule with a short, sharp knife 
going through the mucous membrane and the cartilage to the 
under surface of the skin. The knife is passed up the nose, 
skin separated from the bone. The skin forms a sort of tent 
over the bony and cartilaginous structure of the nose. The 
work done depends upon the form or class of deformity 
which is to be corrected. These deformities are of two classes 
—congenital and acquired. Usually the deformity affects car- 
tilage and bone. It may be a hump or the nose may be too 
large and too long. It may be a bending of the nose to one side 
or another. It is frequently deflected to both sides, giving an 
‘*S”’ shaped appearance. It may be a saddle-nose instead of 
being a hump, a falling or sagging of the nose. The purpose in a 
hump is to straighten the nose; in a sagging or saddle-nose it is 
to insert a bone or cartilage to fill out tissue where the nose is 
saggy. The third class of deformity is where the nose is 
not particularly sunken or humped but is too broad. (The broad 
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flat noses are very disfiguring.)' (More complete description of 
this condition with more details of the operation will be found 
in the report of this case published in the June number of the 
New Orleans Medical and Surgical Journal.) 

I hope to have more cases to report at a future date. I show 
this case at this time particularly in order to call your atten- 
tion to the possibility of correction by simple operation that 
promises 4 very successful result. There is still some swelling 
of the nose as you see. (The swelling has been much greater.) 
After the swelling subsides, the contour will be better than now. 
The hump is completely gone and the nose instead of being bent 
is straight. The nose after operation is kept in the median line 
by means of a copper splint, the splint being made to fit each 
nose. It is made of sheet copper of such thickness that it can 
be cut with scissors and made to fit patient’s nose in each in- 
dividual case and held in place by Z. O. plaster. The splint is 
made to fit the nose and hold the nose in position. It is used con- 
tinuously for about ten days and then in order to keep the nose 
in its position, he wears it at night for a few weeks longer. 

This case is of interest because it is the first one done in 
the South and second because it calls attention to the possibili- 
ties of correcting deformities by simple method. 

Dr. Hinuiarp Minter: This is a case of a patient 34 years 
old. Family history, irrelevant. Past History, Measles and 
Muimps as a child. Typhoid and Malaria 14 years ago, other- 
wise negative. 

Menstrual History: Began at the age of 14, 28 day type, 4 
day duration, no pain, flow moderate in character, no metrorr- 
hagia, amenorrhea for three months when first seen. 

Marital History: Married 10 years, three children living and 
well, ages 9, 7 and 5 respectively, all confinements normal and 
free of complications except the second which was a footling 
presentation; in this instance little difficulty was experienced 
in delivering the child. There has been no miscarriage. 

Physical Examination: Head and chest negative, abdomen 
negative, vaginal examination reveals a pregnant uterus of 
about three and a half months duration. Pelvic measurements 
are: intercrestal 28.5, interspinous 26, external conj. 21, inter- 
nal conj. not felt, pubie angle obtuse, height of symphysis 5 em. 
diameters of outlet normal. Calculated date of confinement 
March 3, 1920. 
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The patient’s subsequent history and laboratory findings were 
negative, except. that her pregnancy continued 13 days beyond 
the calculated date. From the size of the fetus, and the general 
eondition of the mother, there was no indication to hurry the 
onset of the labor on account of this delay. 


March 15th, at noon, the patient was admitted to the hospi- 
tal, labor pains having started one hour previous to admission. 
Character of the pains weak and very irregular. -Short while 
after the pains ceased altogether and until 2 P. M. the follow- 
ing day there had been little or no evidence of their return. 
An abdominal and vaginal examination at this time revealed 
the child lying in a transverse position with the head riding 
in the left iliac fossa; it was comparatively easy to dislodge it 
from this position however, and to partially engage it at the 
brim of the pelvis. At 4 P. M. the pains returned and were 
of a good tone with an interval of 5 to 6 minutes. 11:50 P. M. 
the cervix was fully dilated with head still in its original posi- 
tion. Being able to partially engage the head, I ruptured the 
membranes rather than run the chance of having the cord pro- 
lapse with the head still riding above the brim. After manu- 
ally engaging the head as far as possible, it was noted that 
it was in a L. O. P. position, and a marked dolococephalic type. 
With some difficulty, the head was rotated to an anterior posi- 
tion, and forceps were applied. After due traction, there was 
little or no progress and the forceps began to slip, so were re- 
moved. The head still being only partially engaged with full 
dilatation, it was determined that version would be the best pro- 
eedure in behalf of both mother and child. The head was easily 
disengaged from its position and version was accomplished with- 
out difficulty. The delivery of the after coming was easy as the 
vaginal outlet was relaxed from previous labors. 


The third stage of labor lasted 25 minutes, the placenta being 
finally extruded spontaneously; no more than the normal 
amount of bleeding accompanied this stage. 


Patient’s general condition at this time was good, reacting 
from the anesthetic with pulse 110, respiration 22, one hour the 
pulse was 80 with respiration 26. At 4 A. M., three hours and 
a half after delivery, the floor nurse was summoned to the room 
by the screams of the patient, and found her in a dying state. 
The patient remarked that she had excruciating pain over her 
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heart and was unable to breathe. Within three or four min- 
utes later, the patient was dead. : 

Dr. Iswore Conn: Patient, aged 52, Diagnosis, Stricture 
of Rectum—Paralysis of sphincter (severed). 


Family History, previous history, habits, not pertinent. Com- 
plaint: Patient was operated on fourteen years ago for stric- 
ture of regtum and double fistula. For years he has had cramps 
in stomach and a feeling of fullness in stomach. When bowels 
moved, it would be in very small quantity and very small par- 
ticles of feces—would have to go very often. Has been treated 
for sometime by a doctor who referred patient to Dr. Simon. 
The latter treated him for seven weeks and then advised op- 
eration for stricture. If bowels were loose, patient had diffi- 
culty in retaining feces.. Dr. Simon was unable to dilate rec- 
tum. Examination other than pelvis not pertinent. Pelvis: 
Sear in left inguinal region—former herniotomy. Enlarged 
inguinal glands. Stricture of rectum, hard, smooth, annular, 
external sphincter paralyzed, cut in previous operation by sur- 
geon when operated for fistula. 

Operation in detail: Colostomy for stricture of rectum, done 
along the lines suggested by Dr. Walter E. Sistrunk. Technique: 
Left rectus incision. Rectus muscle retracted inwardly. Peri- 
toneum opened and sigmoid brought into field and a clear space 
found in the meso-colon. Linear incision was made in this about 
1% inches without cutting any vessel. Then an incision was 
made in the meso in the long axis of the gut about % inch 
along the midline incision, thus converting the rent in the meso- 
eolon into a T-shaped incision. Ligature was applied to avoid 
any hemorrhage from this source. Skin, muscle, and periton- 
eum were then interposed between two loops of gut by chromic 
and silk worm gut sutures. The proximal and distal loops of the 
gut on the ante-mesenteric border were sutured to the peri- 
toneum. The skin and muscle were sutured with chromic gut 
and silk worm. Rubber tube was interposed between extra ab- 
dominal loop of the gut and skin wound. Liquid vaseline dress- 
ing applied. One small lymphatic gland removed and sent 
to the laboratory for diagnosis. 

Progress Chart: 3/28/21 Patient has rested well since operation 
Has not voided. 500 cc. saline given per hypodermoclysis. In 


late afternoon, took liquids freely. No nausea. Temperature 
98-6/10, L. 90, R. 20. 
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3/29. Slept well. No pain. Has not vomited. Max. temp. 
98-8/10. 

3/30. Max. temp. 99-2/10, Min. temp. 98, Pulse 86, Abdomen 
soft, wound dressed. Bowels not (extra abdominal) distended: 

4/1. Colostomy opened with cautery. 

4/2. Irrigated. Wound dry. No infection. 

4/3. ‘Wound healed by primary intention. Bowel irrigated. 
Patient seems to have some control of bowel movements. 

Bowels acted well through colostomy opening. Wound not 


Bowels acted well through colostomy. Wound healed b 
first intention. The two remaining silk worm sutures removed. 
May walk a little. 

4/14. Bowels act daily. Almost a perfect sphincterie action. 
— healed. Patient wearing a Turck colostomy bag. Dis- 
charged. 


This case was presented because of one unusual feature, that 
is—the control which the patient has over the artificial anus. 
The patient has one stool a day and suffers no inconvenience 
or annoyance during the balance of the day as the result of the 
artificial anus. No special effort was made to obtain this end. 
In most of the reported attempts to obtain control of a colos- 
tomy, failures have been recorded. The technique employed 
was that suggested by Dr. Sistrunk in a recent issue of “‘ Surgery, 
Gynecology and Obstetrics’’. It is worth while considering the 
comfort which a patient can obtain if such a result is possible 
where there is an incontinence following a paralysis of the 
sphincter from any cause. Further, it seems advisable to make 
use of a colostomy in eases of stricture of the rectum of benign 
origin for the purpose of giving temporary rest to the distal 
limb of the gut during which time there may be some atrophy 
from disuse of the scar tissue which will make efforts to dilate 
the stricture more successful. 


Subsequent history: The patient still has perfect control 
one stool’ a day, and has gained twelve to fifteen pounds in 
weight. He is more comfortable than he has been in many 
years and we have been able to dilate the stricture to some ex- 
tent. Patient is so comfortable that it is doubtful whether he 
will allow any further operative procedure to restore the nor- 
mal canal, 

Dr. DorrEsTEIN: This case was listed under the heading of 
‘‘Special ecases’’ as being acute appendicitis, but the interest 
was due to simultaneous occurrence of a left side lobar pneu- 
monia with suppurative appendicitis. 

This patient, a girl about 21, was referred to me by Dr. O. F. 
Ernst for operation for an acute appendicitis. At the time of 
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the examination both Dr. Ernst and I thought that the tem- 
perature was unusually high for an uncomplicated appendi- 
citis. On the day of the examination breathing on left side 
was bronchial with no consolidation evident. Consolidation as 
evidensed by dullness upon percussion and bronchophony was 
present next morning. The question of anesthetic troubled us 
very mucli and one of my reasons for bringing this case up 
here tonight was to elicit some discussion as to which would 
be the best anesthetic to use in a case like that other than local. 
We used ether and, while the patient was considerably cyan- 
osed, there seemed to be no bad results from it. The pneu- 
monia cleared up on the 5th day, being the 4th day after the 
operation with a fall in respiration and temperature. We are 
glad to say that the patient recovered without further mishap. 
Report from Pathological Department on the appendix removed 
was ‘‘Suppurative Appendix’’. 
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ANALYSIS OF HOSPITAL SERVICE. 


FOR THE MONTH OF APRIL, 1921. 
(Representing all discharges in March, 1921.) 

DEAD Total 

DEPARTMENT Total Cured Improv. Stat. 48 hrs. Dead 

Ear, Nose and Throat 153 

4 

Gastro-Intestinal ...... 4 

Gynecological 49 

Medical 10 

Neurological 0 

* Obstetrical 47 

36 

Orthopedic 0 

Pediatric 3 

0 
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Ear, Nose & Throat 
Eye 
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Gynecological 
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Neurological 
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Orthopedic 
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Caesarian Section 
Multiple 

Breech, Footling, etc. 
High Forceps 

Low Forceps 

Mid Forceps 

Stillbirth 





News and Comment. 


NEWS AND COMMENT. 


Army Tratnep Nurses. Eighteen hundred students began 
the course under government auspices in 1918 when the train- 
ing school for nurses connected with the Army was established. 
After the ‘armistice many of these students resigned, but the 
present class numbering 515 has just been graduated at the 
Walter Reed Hospital in Washington, and is the largest group 
of nurses ever graduated at one time. A second branch of 
the class was graduated at the Letterman General Hospital, 
San Francisco, numbering 100. The Army School of Nursing 
has been accredited by the Regents of the University of New 
York and by the State Boards of Nurse Examiners of Cali- 
fornia and Illinois, and the graduates of the school are eligible 
for registration in all states where there are laws governing 
the registration of nurses. The graduation of so many nurses 
at one time will never be duplicated, for although the Army 
School of Nursing will continue the conditions will be those 


which prevail in time of peace. 


THe Gorcas MemoriAu will consist of a dignified and classic 
building, housing the laboratories and providing every facility 
for the teaching of students from the various countries who 
may apply for instruction in Tropical Diseases and Preventive 
Medicine. One of the most important departments of the new 
school is to be the library in which it is hoped to collect all lit- 
erature on the subjects of tropical and preventive medicine 
available in the world. Until the completion of the new build- 
ing, the Santo Tomas Hospital, in Panama, has been offered 
for use in its laboratories and equipment so that active re- 
search work may begin in January, 1922. 


THe Facuuty or MepictngE -or MONTPELLIER will celebrate 
its 700th anniversary in November, 1921. This is the oldest Med- 
ical Faculty in the world, and its birth is fixed by the present 
Dean of the Faculty as August 17, 1220, when Cardinal Conrad, 
Secretary of Pope Honorius III, authorized the first statutes 
by virtue of which the degree of Doctor of Medicine was grant- 
ed by this institution upon its graduates. Tulane University, 
School of Medicine, has received an invitation to send its rep- 
resentative to take part in the celebration in November. 
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Dear StupENT aT TULANE. John B. Breazeale, of Meridian, 
Mississippi, was graduated from the School of Pharmacy of 
Tulane University in June, 1921. The fact that Mr. Breazeale 
is the only deaf pharmacist and the first deaf man to be grad- 
uated from a university is notable. Mr. Breazeale has been 
attending Tulane under the auspices of the Federal Board for 
Vocational Education, and was Pharmacy Editor of the Tulane 
Jambalaya, class poet and historian. For a time he was both 
deaf and dumb from injuries received in government service 
during the war, but regained his speech. 


THE ROCKEFELLER FounpDATION is contributing $3,000,00 for 
new buildings and endowments for the medical school at the 
University of Brussels. Two representatives from Brussels, Mr. 
H. Goosens-Bara of the public Hospital Board, and Mr. J. B. 
Dewin, architect, are at present in the United States in con- 
nection with the plans for the development of the facilities for 
medical education in Brussels, so as to familiarize themselves 
with the hospital administration in this country with a view 
to working on the teaching hospital of the medical school in 
Brussels after the methods and plans of buildings employed 
in the hospitals in this country 


THE ProvisionAL HEALTH COMMITTEE appointed by the Coun- 
cil of the League of Nations, is as follows: Dr. G. 8. Buchanan, 
Great Britain; M. Velghe, Belgium; Prof. Madsen, Denmark; 
Senor Pulido, Spain; Prof. Leon Bernard, France; Dr. Charles 
Havelock, India; Dr. Alberto Lutrario, Italy; Dr. Yonejo Mya- 
gawa, Japan; Dr. Calmette, Morrocco; Dr. Mimbela, Peru; 
Dr. Chodzko, Poland; Dr. Carriere, Switzerland; Dr.- Luigi 
Carozzi, International Labor Office; Prof. Winslow, League of 
Red Cross Societies. The appointment of this Committee rep- 
resents a compromise designed to meet the difficulties created 
by the refusal of the United States to permit the Office Inter- 
nationale d’Hygiene at Paris, of which it is a guarantor, to co- 
operate with the proposed health organization of the League. 
The new committee which is to act as advisor to the Council and 
the Assembly on all matters of public health will act as a con- 
necting link between the health authorities of all countries and 
will form a clearing house for information concerning every- 
thing that constitutes a menace to public health. 
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Discovery or New AneEstHETIC. A new product, known as 
Butyn, is announced by the Abbott Laboratories, of Chicago, to 
be used as a local anesthetic. This discovery is attributed to 
the University of Illinois in whoge laboratories the work was 
accomplished. The product is related both to cocaine and pro- 
caine, but is superior to cocaine in every respect, since it is 
more effettive and less toxic, less irritant and more rapid in 
action and the anesthesia produced by Butyn is of longer dura- 
tion and its solutions are slightly antiseptic. 


THe SHEPPARD-TOWNER Brut. as amended now provides for 
an appropriation of $1,480,000; $10,000 to be paid to each state, 
and $1,000,000 to be apportioned among the states in propor- 
tion to their population, no part of the pro-rated amount to be 
paid until an equal sum shall have been appropriated by the 


legislature of the state for the purposes provided for in the 
bill. 


Pustic Heatta Service publications have been limited to 
1,000 copies according to a new law passed by the last session 
of Congress. Heretofore the Service has distributed 10,000 
copies of their weekly report. Bulletins of the Hygiene Labor- 
atory will also be reduced. The purpose of this reduction is 
to conserve white paper, of which there is said to be a great 
shortage. 


Tue NATIONAL Boarp or MepicaL EXAMINErs has received an 
appropriation of $100,000 for its use during a five-year period 
for the purposes of establishing and maintaining a national 
standard of examination and certification of graduates in medi- 
cine. This appropriation has been made by the Carnegie Fund. 


Tue Louistana Nurses Boarp or EXAMIners held its semi- 
annual examination in New Orleans and Shreveport, June 20 
and 21st. Sixty-one applicants qualified as registered nurses. 
The Board is composed of Drs. John T. Crebbin, President; 
J. S. Hebert, Secretary ; George S. Brown, all of New Orleans, 
and Dr. Fred J. Frater of Shreveport. 


AMERICAN TUBERCULOSIS ASSOCIATION ADOPTS RESOLUTIONS. 
On June 15-17, at the annual meeting this association adopted 
resolutions asking the U. S. Public Health Service to have es- 
pecially trained examiners stationed at all ports of debarkation 
and requesting steamship companies to use greater care in ac- 
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cepting immigrants from parts of Europe infected with tuber- 
culosis. 


THE East Fevician*s Parish Mepicau Society on June 15 
met in the office of the Secretary and had as their guests Drs. 
Lester J. Williams and Thos. Spec. Jones, of Baton Rouge. 
Dr. Williams, the councillor of the 6th District and the Roent- 
genologist of Baton Rouge, read an interesting paper demon- 
strating the practicability and usefulness of the X-Ray. The 
following officers were elected: Dr. T. W. Evans, President; 
Dr. Chas. Miller, Vice-President; Dr. E. M. Toler, Secy-Treas. 
A banquet at the hotel closed the meeting. 


THE SOUTHWEST AND Missourr VALLEY MeEpIcAaL ASSOCIATIONS 
will hold their joint session in Kansas City in October, 25 to 28. 
Dr. E. H. Skinner, of Kansas City, is the president of the 
Southwest Association, and Dr. W. O. Bridges, of Omaha, is 
president of the Missouri Valley Association. The ‘‘ Medical 
Veterans of the World’s War’’ will be in session during the 
same week. On October 24 the Mid-western Association of 


Anesthetists will be organized and present a program. Dr. Mor- 
ris H. Clark, of Kansas City, is the Secretary of this last named 
body, as well as of the Southwest Association. 


ISOLATION OF DISEASE CARRIERS APPROVED BY CourT. The 
Supreme Court of Cook County, Illinois, recently rendered a 
decision sustaining the action of the Health Commission of 
Chicago who caused the isolation of a woman proved to be a 
typhoid ‘‘carrier’’. The American Medical Liberty League 
took an interest in the case on the ground that the officer was 
not authorized to isolate a person in good physical health even 
though said person was found to be a ‘‘earrier’’. This decision 
of a Supreme Court is far reaching in its significance as it 
strengthens the hands of the health officers who have heretofore 
hesitated or been uncertain of their rights to quarantine sus- 
picious eases. 


CuiLD HEALTH DEMONSTRATION PLANNED BY AMERICAN RED 
Cross. Preliminary plans promising to prove of great import- 
ance and unique in scope are being developed for a child health 
‘ demonstration by the National Child Health Council, with head- 
quarters in Philadelphia. An appropriation of $200,000 has been 
set aside for the purpose and the Council, which is composed of 
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six leading national health bodies. The American Child Hygiene 
Association, American Red Cross, Child Health Organization 
of America, National Child Labor Committee, National Organ- 
ization for Public Health Nursing and the National Tubereu- 
losis Association, will assist some community of between 20,000 
and 30,000 population and the surrounding county so as to aid 
in securing as nearly as possible ideal conditions for the devel- 
opment of its children. A Committee will be selected from 
experts in the community so aided which will be required to 
watch the demonstrations over a period of five years. The rules 
governing candidacy for the experiment will be outlined upon 
request of any community desiring to enter the competition, as 
it is stated that geographical limitations will not be imposed in 
the selection of the community, but that certain qualifications 
will be required. The direction of this novel health experiment 
is under the charge of Clarence King. The Committee which 
will recommend the town to be chosen consists of Dr. Richard 
A. Bolt, of Baltimore, general director of the American Child 
Hygiene Association, and Miss Ella Phillips Crandall, of New 


York, with Drs. C. J. Hatfield, New York; O. R. Lovejoy, New 
York; Miss 8. L. Jean, New York; Dr. Haven Emerson, New 
York, and Dr. D. B. Armstrong, of Framingham, Mass. 


MapaMeE Curie. The reception of this famous woman scien- 
tist and co-discoverer of radium has been one of the most note- 
worthy ever accorded a foreigner. This is evidenced by the 
large number of honorary degrees conferred on her. Smith 
College, the University of Pennsylvania, the Woman’s College 
of Philadelphia, and Columbia University, The University of 
Chicago, Northwestern University, Harvard and Yale, each one 
of these have conferred degrees in acknowledgment of the great 
service which she has done for science. Mme. Curie has re- 
ceived the Willard Gibbs medal also, and is the first woman to 
whom this award has been made, and the American University 
Women presented her with the Ellen Richards Memorial Prize 
of two thousand dollars. 


X-Ray Scientists Awarpep Gorp Mepats. The French Com- 
mission, endowed by the Carnegie Foundation, awarded gold 
medals to Drs. Charles Infroit, Adolphe LeRay and G. Vail- 
lant. Dr. Vaillant is the head of the Satpetriere Radiogram 
Laboratory and he received 50,000 francs in addition to the 
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medal. Drs. Infroit and LeRay both recently died as a result of 
their research work in the X-ray. Dr. Vaillant has been oper- 
ated for ten amputations in ten years, with the loss of fingers, 
a hand, and finally his left arm. He still continues to experi- 
ment even in the face of these disasters. 


Tue Lancet, founded in 1823, and issued weekly, will here- 
after be published by the Oxford University Press. Subscrip- 
tions to be mailed to American addresses should be sent to the 
Oxford University Press, #35 West 32nd Street, New York. 
Editorial communications should be sent to Oxford Universi- 
ty Press, Amen Corner, London, E. C., England. 


Tue INTERNATIONAL JOURNAL OF GaAsTRO-ENTEROLOGY has 
made its appearance in the medical world and we congratulate 
the publishers upon the attractive appearance of the first num- 
ber. This Journal should be a valuable addition to the medical 
literature of the country. 


Tue Hore. Diev Starr in annual session during the month 
of June, 1921, elected the following officers: President, Dr: Ho- 
mer Dupuy; Vice-President, Dr. H: W. Kostmayer; Secretary, 
Dr. H. E. Nelson; Members of Board, Drs. Jos. A. Danna, 
E. H. Walet; Recorder, Dr. P. B. Salatich; House Committee, 
Drs. C. V. Unsworth, Jos. Cirino; Medical Committee, Drs. Paul 
Gelpi, W. A. Gillaspie. 


New OFFICERS FOR THE AMERICAN Mepicau Association. The 
officers elected for 1921-22 are as follows: Dr. George E. de 
Schweinitz, Philadelphia, President; Dr. Frank B. Winn, In- 
dianapolis, Indiana, Vice-President; Dr. A. R. Craig, Chicago, 
Secretary; Dr. Wm. A. Pusey, Chicago, Treasurer; Board of 
Trustees; Dr. Frank Billings, Chicago; Dr. Wendell C. Phil- 
lips, New York; Dr. Thos. MeDavitt, St. Paul, Minnesota. 
St. Louis was chosen as the next meeting place. 


PersonaLs: Among the physicians from Louisiana who at- 
tended the meeting of the American Medical Association in 
June were Drs. W. H. Block, W. P. Bradburn, A. M. Caine, 
J. A. Danna, L. R. DeBuys, Jos. Hume, U. Maes, C. J. Miller, 
M. Feingold, J. T. O’Ferrall, F. W. Parham, A. B. Pitkin, 
S. M. D. Clark, J. D. Rives, P. B. Salatich, W. H. Seemann, 
H. T. Simon, C. V. Unsworth, H. D. Bruns, Elizabeth Bass, 
F. J. Chalaron, L. A. Fortier, R. Matas, S. K. Simon and 
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R. A. Strong, of New Orleans; Drs. W. P. Butler, E. S. Silber- 
nagel, O. Dowling, A. A. Herold, of Shreveport; Dr. W. H. 
Brent of Hammond, and Dr. Thos. J. Burrage, of Portland. 


Dr. Elizabeth Bass, of New Orleans, while in attendance at 
the meeting of the A. M. A., in Boston, was installed as Presi 
dent of the Medical Women’s National Association. 


Dr. Arthur L. Whitmire, member of the Louisiana State Med- 
ical Society Committee on Health Problems in Education, begs 
to request of the profession the privilege of using any of their 
photographs of ‘‘Before and After’’ cures, or improvement, 
same to be circulated through the parishes where the work of 
this Committee is most needed. Photographs convince immed 
iately. Pictures delivered to office of the Louisiana State Med- 
ical Society will be carefully handled and a receipt mailed for 
the same. 


Dr. Amédée Granger was appointed chief of the X-Ray de- 
partment of the Charity Hospital in New Orleans. 


Removats,: Dr. H. C. Milburn from Ville Platte to McNary, 
La. 


Diep. On Friday, July 15, Dr. Louis Favrot Reynaud, of 
Baton Rouge, La., aged 79 years, for several years professor 
of materia medica and therapeutics in the Tulane School of 
Medicine, after having practiced medicine a long time in Baton 
Rouge and New Orleans. He had practically retired a number 
of years ago. 
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PUBLICATIONS RECEIVED. 


Cc. V. MOSBY COMPANY, St. Louis. 
Operative Surgery, by J. Shelton Horsley, M. D., F. A. C. S. 
Diseases of Children, by Herman B. Sheffield; M. D. 


General Catalog of Medical, Surgical, Nursing, Dental publi- 
cations. 


WILLIAM WOOD & COMPANY, New York City. 


Cancer and Its Non-Surgical Treatment, by L. Duncan Bulk- 
ley, A. M., M. D. 


Urinary Analysis and Diagnosis, by Louis Heitzmann, M. D., 
Fourth edition revised and enlarged. 


WILLIAM M. LEONARD, Boston. 


The Allen (Starvation) Treatment of Diabetes, by Lewis Webb 
Hill, M. D., and Rena S. Eckman, with an introduction by Richard 
C. Cabot, M. D., Fourth edition. 


YEAR BOOK PUBLISHERS, Chicago. 


General Medicine, Practical Medicine Series, Vol. 1, 1921, by 
Frank Billings, M. S., M. D., and Burrell O. Raulston, A. B., M. D. 


THE MACMILLAN COMPANY, New York City. 


The Treatment of Acute Infectious Diseases, by Frank Sher- 
man Meara, M. D., Ph. D., Second edition, revised. 


WASHINGTON GOV’T PRINTING OFFICE, Washington, D. C. 


Mortality Statistics for 1919, Twentieth Annual report. 
Public Health Reports, Vol. 36, Nos. 22, 23, 24, 25. 


MISCELLANEOUS: 


Statistical Report of Infant Mortality for-1920, American Child 
Hygiene Association, Baltimore. 

United Fruit Company, Medical Department, Annual Report, 
1920. United Fruit Company, New York City. 

Federated Malay States Malaria Bureau Reports, Vol. 2, No- 
vember, 1920, by H. P. Hacker, M. D., B. Sc. (Lond.) Waterlow 
& Sons, Ltd. 





Mortuary Report. 


MORTUARY REPORT OF NEW ORLEANS. 


Computed from the Monthly Report of the Board of Health of the City 
of New Orleans, for June, 1921. 


Typhoid Fever 

Intermittent Fever (Malarial Cachexia) 
Smallpox 

Measles 

Scarlet Fever - 

Whooping Cough _.. : 
NE eee ene 
Influenza we ; 
Cholera Nostras .. 

Pyemia and vencanenenaen SR ee eT 
Tuberculosis 

Cancer 

Rheumatism and Gout 

Diabetes 

Alcoholism 

Encephalitis-and Meningitis 

Locomotor Ataxia 

Congestion, Hemorrhage and Softening of Brain 
Paralysis 

Convulsions of Infancy 

Other Diseases of Infancy 

Tetanus 

Other Nervous Diseases 

Heart Diseases 

Bronchitis 

Pneumonia and Broncho-Pneumonia 

Other Respiratory Diseases 

Ulcer of Stomach 

Other Diseases of Stomach 

Diarrhea, Dysentery and Enteritis 

Hernia, Intestinal Obstruction 

Cirrhosis of Liver 

Other Diseases of the Liver 

Simple Peritonitis 

Appendicitis 

Bright’s Disease 

Other Genito-Urinary Diseases 

Puerperal Diseases 

Senile Debility 

Suicide 

Injuries 











Still-born Children—White, 30; colored, 26; total, 56. 

Population of City (estimated )—-White, 290, 000; colored, 110,000; total, 400,000, 

Death rate per 1000 per annum for Month— White, 12.58; ‘colored, 21.71; 
total, 15.09. Non-residents excluded, 12.09. 


METEOROLOGICAL SUMMARY (U. S. Weather Bureau). 
Mean atmospheric pressure 
Mean temperature “ 
Total precipitation 9.44 inches 
Prevailing direction of wind, southeast. 








